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0 Address found in the brain, spinal cord, mesenteric 
glands, tonsils, and segretions of the naso- 
, harynx and intestines. In acute cases the 
: virus has been found in the secretions of the 
“ hy A. J. McLaveutty, M.D., Boston. nasopharynx and washings from the reetum. 
e | It has also been found present in the secretions 
t Surveon, U.S. Public Health Service; Commissioner of the nasopharynx and intestines in conva- 
- of Health of Massachusetts. lescents after several weeks or even months, 
4 and in the nasopharyngeal secretions of appar- 
n CAUSE OF THE DISEASE. ently healthy persons who had been exposed to 
e infection. The virus has been recovered from 


Atrioven much remains to be learned in 
: regard to poliomyelitis, certain facts have been 
demonstrated beyond question. The disease is 
by the presence in the central nervous 
1 


dust in rooms occupied by patients with 
poliomyelitis. 
The demonstrated sources of infection are, 


e ee . t ° 
system of a minute mieroérganism which herefore 


belones to the group eapable of passing through Persons ill with poliomyelitis, 


a lberkefeld filter. The organism or virus is Convalescents, 
y cultivable in vitro on suitable media. The Healthy carriers. 
. virus from human eases is pathogenie for apes, 
procucing characteristic symptoms similar to TRANSMISSION, 


those observed in human eases. The rabbit is 
Stscoptible though he is apt to prove refractory, 
and if symptoms are produced, they differ 
tarsediy from those observed in man. The 
fica pig has been reported to be susceptible 


The manner in whieh the disease is trans- 
mitted from its reservoir in the human body is 
still in doubt, although its probable course may 
be surmised from the facts at hand. Many 
claims have been made and some experimental 


at times. N » ani : 

Susi: a other animals are known to be work has been done in an effort to establish the 

' role played by biting insects in the transmission 

| SOURCE OF THE VIRUS. of the disease, or to show that a reservoir of 

The infeetion in some lower animal would best 
only Known source of the virus is the explain its peculiar distribution and erratic 


hin in} bod ‘ on one 
r . . 
y, although the possibility of another spread. Its analogy to other diseases in cer- 


per — conceded. In tain epidemiologie features has suggested 
y ~ . . . . . 
pohomyelitis the virus has been jmilar modes of insect transmission, and yet 


livered at a joint meeting of the Boston District of the]; i av i i 
Massiciusetts Homeonathie Society and the Suffolk District of .the laboratory experiments have uniformly failed 
| setts Medical Society, October 5, 1916. so far to confirm these theories. The epidem- 
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iologic observations, while appearing to support 
in some particulars, in other phases tend to 
make such a conclusion impossible. 

Very often laboratory experiments do not 
represent natural conditions, but, some of the 
possible modes of infection of monkeys, demon- 
strated by laboratory experiment, approach 
natural conditions and suggest the most feasible 
and probable portal of infection. Monkeys 
may be infected by rubbing the virus upon the 
nasal mucous membrane, and this suggests a 
possibility of easy infection through the naso- 
pharynx under natural conditions. 

Frost*, in his scholarly monograph, makes 
the following sane and logical deduction: 


‘‘On the whole the experimental evi- 
dence, taken alone, while not excluding 
other means of transmission, points to the 
conclusion that poliomyelitis is a con- 
tagious disease, spread from person to 
person through interchange of infectious 
secretions, the sources of infection being 
the clinically definite and clinically indefi- 
nite acute cases of poliomyelitis, con- 
valescents, and passive human earriers.’’ 


EPIDEMIOLOGY. 


A brief review of its epidemiologic peculiar- 
ities will illustrate the contradictory and vari- 
able nature of its manifestations in the field. 


GEOGRAPHIC DISTRIBUTION, 


Poliomyelitis is of world-wide distribution. 
Its outbreaks have occurred in every climate 
from the equator to the North Temperate Zone. 
It is true, however, that it has been reported 
more constantly and in greater evidence in the 
northern than in the southern states of the 
Union. 

SEASONAL PREVALENCE. 


The seasonal prevalence of poliomyelitis is 
more characteristic than any of its other epi- 
demiologic manifestations, with the exception 
of its age incidence. It reaches its maximum 
in August and September, although cases are 
reported in every month of the year in Massa- 
chusetts. Its seasonal prevalence resembles that 
of diarrhea and enteritis of children, and ty- 
phoid fever. The presence of the virus in the 
intestinal contents strengthens the analogy. Its 
seasonal prevalence also corresponds to the pe- 
riod of greatest activity of mosquitoes and flies, 
and, therefore, is consistent with the theory that 
biting insects are a factor in its causation. Some 
observations have seemed to show a relation be- 
tween dust and dry seasons and the outbreaks 
of poliomyelitis. On the other hand, it has been 
prevalent in wet seasons and in wet climates. 

It must be remembered that this disease is not 
confined to summer or early autumn, We not 


* Frost, Wade H.: Poliomyelitis Reprint No. 350, Public Health 
Reports, Washington, 1916. 


only have it every month in the year, but its 
endemic prevalence is probably much greater 
than reports show. Race, nationality and sex 
show no marked or characteristic influence. So- 
cial and economic factors seem to play a small 
part in its transmission. Cases are reported 


from the homes of the rich, the well-to-do, and 
the poor. The sanitary conditions surrounding 


the home do not seem to be a determining fac- 
tor. 


PECULIAR MANNER OF SPREAD, 


Most diseases spread in a regular progression 
along the lines of travel. This applies even to 
those diseases which are transmitted by insects. 
This is not always so with poliomyelitis. It 
may be epidemic in Washington, evade Balti- 
more, and attack Philadelphia; or, as Frost 
pointed out, the epidemics of 1908, 1909, and 
1910, in Minnesota, Iowa and Nebraska, were 
commonly regarded as sequelae of the New York 
epidemic. Chieago, however, through which 
practically all travel to these states from New 
York passed, escaped. 

On the other hand, there are instances of 
rapid spread over a wide area, apparently on 
radial lines from a central focus, as the Iowa 
epidemic of 1910, and the Swedish outbreak in 
1905, described by Wickman. We have in- 
stances of rapid radial spread which suggest 
man as the carrier, but there are also the in- 
stances difficult to explain, of exemption of 
cities most exposed to infection through travel, 
as Baltimore, in 1910. 

This same peculiarity of sparing an _inter- 
vening city between two badly infected cities is 
noted in the spread of cerebrospinal meningitis. 
The peculiar distribution of poliomyelitis and 
small total incidence in the population find an 
analogy in some plague epidemics, but its age 
incidence is totally at variance with that of 
plague. 


SMALL NUMBER OF PERSONS ATTACKED. 


Less than 1/10 of 1% often represents the at- 
tack rate in an outbreak, or less than one per- 
son per thousand of the population. This 
peculiarity has not been explained, although two 
logical explanations have been suggested,—either 
that the amount of susceptible material is, lim- 
ited by some immunizing influence, or that its 
transmission is devious and selective, involving 
possibly an animal reservoir and an_ insect 
transmitter. 


URBAN AND RURAL PREVALENCE. 


The prevalence of the disease seems to be 
greater in rural and suburban districts than in 
cities. It must be conceded that most of these 
observations have been made in epidemies rath- 
er than in times of endemic or low prevalence. 


| 
| 
| 
| 
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AGE INCIDENCE. 


The most consistent epidemiologic character- 
istie of poliomyelitis is the age incidence. In a 
mass of contradictory and irregular manifesta- 
tions only the seasonal prevalence and age in- 
eidence are consistent. The great majority of 
the eases are children under five, a smaller 
group from five to ten, a few from ten to 
twenty, and only rarely over twenty. 

Assuming that poliomyelitis is a communi- 
cable disease, transmitted from person to per- 
son, if the rural prevalence is higher in epi- 
demies than the urban, it follows that there 
must be relatively more susceptible material in 
the rural districts. 
that some immunizing influence, operating 
more constantly and more actively in the city. 


euts down the amount of susceptible material. 


What is the nature of this influence? Is it due 
to an inereased resistance coming on with age, 
or is it due to an active immunity acquired by 
having had the disease in a light or abortive 
form? It has been demonstrated that conva- 
lescents and healthy carriers harbor the virus 
in the nasopharyngeal secretions for weeks and 
months. It has also been shown that in apes the 
nasopharynx, with its close relation, through 
the lymphatics, with the central) nervous system, 
is an easy portal of entry, and monkeys inocu- 
lated intracerebrally have shown that the naso- 
pharynx is also a point of egress for the germs. 
We have here all the conditions for the wide- 
spread distribution of the virus. 

In all recent epidemics light and abortive 
eases have been shown to be numerous. It is 
not unlikely that these light cases, which ordi- 
narily pass unrecognized, without paralysis, or 
paralysis of the most fleeting character, consti- 
tute a larger part of the total morbidity than 
the frank paralyzed eases. In considering the 
possibility of an active immunizing influence, 
we must coneede also the possibility of varia- 
tions in virulence, not alone as among individ- 
uals attacked, but variations in virulence of the 
outbreaks themselves. Variations in virulence 
exist in practically all microdrganisms, and the 
virus of poliomyelitis is no exception. The dif- 
‘erence noted in individual eases in the sever: 
ity of the attack may be due to a complex set of 
conditions, involving not only the infecting 
agent, but also the susceptibility or self-protec- 
tive power of the individual. Differences in 
type of an entire epidemic, however, while their 
cause may be complex, also undoubtedly occur. 
The fatality rate of epidemics of other diseases 
varies greatly, it often being lower in centers 
where the disease has been active over the long- 
est period. Smallpox varies from a mortality 
of 15 to 30%, to the mild form, practically with- 
out deaths, which in the South was called 
“Cuban iteh.’”?’ Immunity is conferred by 
Cuban itech, as well as by a severe case of small- 
pox. It is not improbable that an active im- 
munizing influence is going on constantly, con- 


BOSTON MEDICAL AND SURGICAL JOURNAL 


It is reasonable to suppose 


589 


stituting an endemic prevalence of this disease, 
with relatively few paralyzed cases. 

This hypothesis would best explain the age- 
incidence of the disease, for with a widespread 
infection, opportunity for immunity is afforded 
in the first years of life. Theoretically, such a 
process of immunization would be most active 
where opportunities for contact were greater, 
viz: the city. We should have a higher percent- 
age of immunes in the city, and a lesser per- 
centage of susceptible individuals. If this rea- 
‘soning were sound, we should not only have a 
lesser number of immune people in the country, 
but the susceptible group should have a higher 
age-limit. Is this the case? 

_ The difficulty of separating rural from urban 
districts is recognized, Statistics are not avail- 
able at present in Massachusetts in sufficient 


amount or of a proper character to warrant 
positive conclusions. I made an effort to deter- 
mine whether the age limit of those attacked 
was the same in rural and urban outbreaks. A 
group of about 20,000 persons in 15 towns 
where poliomyelitis has occurred, ranging in 
population from 427 to 2213, was taken and 
compared with the worst stricken of our smaller 
cities, North Adams. The population of the 
rural group is 23,361; that of North Adams, 
22,039. The attack rate was very nearly the 
same, as there were 19 cases in the rural group 
and 21 in North Adams. 


Popula- Total Under Over 

tion ases 5 5-1010-15 15-20 20 
Rural Group 23,361 19 
North Adams 22,089 21 16 5 0 0 90O 


In round numbers the percentage may be ex- 
pressed : 
PERCENTAGE OF TOTAL CASES. 


Rural Under 5 5-10 Over 10 
Rural Group ...... 37 26 7 
North Adams ...... 76 24 0 


This difference is striking, and although based 
on a comparatively small group, is suggestive 
that the age limit of susceptible age groups may 
be higher'in rural and suburban life. The rela- 
tion between the percentage of susceptible per- 
sons and the age limits of the susceptible group 
should be studied further. It is reasonable to 
suppose that, ifthe opportunities for immunity 
are less, one would expecta larger proportion of 
susceptible persons and a higher age limit in the 
group. For example, measles is ordinarily 
limited 'to the lower age groups, but if intro- 
duced into virgin soil it attacks all ages, and 
the immunity of adults in our cities is prob- 
ably due to infection during the earlier years of 
life. _It would be interesting to determine, in a 
large group of thousands of cases of measles, 
scarlet fever and poliomyelitis, not only what 
the real relation between rural and urban 
prevalence is, but also what percentage of the 
total is found in the various age groups in city 
and country. 


| 
| 
| 
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We have had our of ims and 
in this disease. Its analogy in one given par- 
ticular to another disease has been sufficient to 


BOSTON MEDICAL AND SURGICAL JOURNAL 


26, 1916 


create a theory showing its transmission to be 
due to the same agencies. As a filterable virus, 

it suggests vellow fever, and its seasonal preva-— 
lence corresponds with the period of greatest. 
activity of the mosquito. It also commonly de- | 
clines with the advent of cool weather. But yellow. 
fever stops with the first frost, and can start. 
again only when new material is introduced from 
without, and in the presence of mosquitoes. | 
Poliomyelitis declines in prevalence the 
autumn, but continues at a lower rate through- 
out the winter months, so that the mosquito, 
even if shown to be a factor in increasing the 
prevalence in July, August or September, must 
be exonerated from blame in transmitting the 
disease through the winter months. 

Poliomyelitis bears a certain analogy to ra- 
bies. Its predilection for nerve tissue, and what 
at times at least seems like a protracted ineu- 
bation, suggest rabies, but evidence is lacking to 
show that the resemblance goes any further. 

Its resemblance to plague in its spread and 
distribution of cases, lack of secondary cases, 
etc., has been noted, and the rat and flea com- 
bined would explain many of the peculiar epi- 
demiological manifestations of this disease. It 
is difficult, however, to reconcile its peculiar and 
consistent age incidence with a flea-borne dis- 
ease, in which you would expect persons of all 
ages to be bitten. 

This review of the epidemiologic features of 
poliomyelitis and the known facts in its etiology 
accentuates the baffling nature of the problem, 
from the point of view of the health officer. 
With cholera, plague, vellow fever, he has pre- 
cise knowledge and ean act accordingly, with 
the expectation of definite results. In polio- 
mvelitis there is no certainty of the details of 
transmission, no simple diagnostic procedure, 
no feasible method of determining carriers or 
the presence or absence of immunity. What we 
need nw tot more theory but more research 
work, both in the laboratory and in the field, to 
eliminate or confirm the various theories. 

It is well to remember in our research work 
that a positive result under artificial conditions 
may be given too much weight in its applica- 
tion to natural conditions. On the other hand. 
a negative result should not be considered eon- 
elusive. Many eminent workers failed to trans- 
mit measles to monkeys and others succeeded, 
hecause former negative results did not deter 
them. Often, too, laboratory workers expeet 
the same sy miptoms. In one animal as are pre- 
sented in man or in the ape. 

It is imperative that we be able to find the 
abortive light cases and earriers. As practical 
health officers we need a diagnostie procedure 
that is reasonably specific and comparatively 

easy in technic to determine the presence of the 


disease, This is needed, not only in the interest 


of the patient, but early diagnosis is essential 
for the protection of the community in detecting 
carriers and light cases. We also need a diag. 
nostic procedure reasonably easy of application 
which will determine the presence or absence of 
immunity, such as the Schick test does for diph- 
theria. 

There are other needs and possibilities which 

suggest themselves, a prophylactie for active im. 
munization, and a serum treatment of the dis- 
ease itself. Two misleading tendencies are ap- 
parent, one—general—to look for the facts of 
this disease in epidemic times only, overlooking 
its probable endemic prevalence; two—individ- 
ual—to expect paralysis in every case. To cor- 
rect these tendencies we need a careful study of 
diseases of children, including especially diar- 
rhea and enteritis in children under two years 
of age, regardless of the presence of an epi- 
demic, and we need, not alone the means of ae- 
curate diagnosis, but a general willingness to 
accept this diagnosis in the cases in which pa- 
ralysis is not apparent. 

In the face of our incomplete knowledge, this 
is no time for dogmatic utterance. We must not 
eliminate theories or hypotheses, however fan- 
tastic, upon mere opinion. We need facts and 
methods, and careful research work is the only 
way in which these essential facts and methods 
of diagnosis can be secured. 


Original Articles. 


THE OCCURRENCE AND DIAGNOSIS OF 
PERICARDITIS.* 


By Epwin <A. Locke, M.D., Boston. 


The infrequeney with which pericarditis is seen 
clinically, in comparison with the relative fre- 
queney of its ree ygnition at the autopsy table, 
is a striking and singularly significant fact and 
has led to the statement by one prominent medi- 
cal writer that the diagnosis of pericarditis is 
usually a post-mortem one. Although regarded 
as one of the rarer of the cardiae affections it 
is without doubt far more common than sup- 
posed and by reason of its high mortality should 
‘ank next to endocarditis in importance among 
the cardiac diseases. 

Several evident facts can be stated to explain, 
at least in part, the failure to diagnose such a 
large proportion of the cases of pericarditis :— 


1. The changes in the pericardium, except 
in the case of direct trauma, nearly always 0oc- 
eur as a complication during the course of 
some other disease. Indeed, it is doubtful if 
pericarditis is ever primary except in the case 
of injury or possibly in rare instances of in- 


*Read at the meeting of the Boston Medical Library 
junction with the Suffolk District Medical Society, Feb. 


eon 
16, 1916. 
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fection of the sae by the tuberele bacillus. The 
cause of the symptoms manifested being known, 
it is but natural that a complication which too 
ofien presents no obvious symptoms or signs 
should be overlooked. 

» Pericarditis in a majority of cases occurs 
as a late complication, often terminal, when ex- 
amination of the heart is most difficult and un- 
satisfactory and the presence of predominant 
sivis in the chest obscures those due to the in- 
volvement of the pericardium. Not infrequent- 
ly the patient is too sick to be examined 
thoroughly. 

’. Certain types of pericarditis frequently 
give no characteristic signs or symptoms, those 
present being reasonably accounted for by the 
primary disease. In other words, many of the 
syinptoms and signs of pericarditis are common 
to other intrathoracic diseases, especially those 
of the heart. 

4. Signs, when present, are largely subjec- 
tive. 

5. Perhaps most important of all, the possi- 
hility of pericardial involvement is usually, 
believe, forgotten and any suggestive symp- 
foms and signs in consequence attributed to the 
already known condition, 


AUTOPSY STUDIES, 


ln an effort to determine as exactly as pos- 
sible the incidence of this disease among hospital 
cases, and the possibility of more frequent diag- 
nosis, | have made a careful study of the autopsy 
reports at the Boston City Hospital for the past 
nineteen years together with the clinical records 
of the same eases. I shall confine myself in this 
brief paper to a discussion of these results and 
to a consideration of some of the more essen 
tial points in diagnosis, in an effort to empha- 
size the importance of the disease clinically. 

The total number of post-mortem — sections 
nace during the nineteen years (7. e. from 1897 
to 1915 inelusive) was 3,683. In this series 
acute lesions of the pericardium were described 
in 190, and chronie lesions in 209 instances. Ex- 
clusive of these 359 eases of true pericarditis, 
ss showed milk patehes in the pericardium. 

The above figures show that acute pericarditis 
Was found in 4% of all autopsies. 

ii a rather careful search through the liter- 
ative on pericarditis IT have been able to find 
hut few statisties of this nature. Wells! gives 
quite similar figures. Among 1,048 autopsies 
on adults he found evidenee of acute inflam- 
tation of the pericardium in 57, or 4.5%, and 
chionie inflammation in 71, or 6.8%, a total of 
125 cases, or 11.3%. In 220 neeropsies at the 
Boston Consumptives’ Hospital on individuals 
dving of tuberenlosis 16, or 7.3%, showed path- 
vlogie processes in the pericardium. These 
rither astonishing figures indicate that peri- 
cirtial complications must be relatively com- 
mon clinically and especially since a large per- 
— of cases with pericarditis do not sue- 
CUIND, 


A comparison of the above figures with simil- 
ar ones for acute endocarditis emphasized still 
further the clinical importance of pericarditis. 
In the above mentioned 3,683 autopsies, acute 
endocarditis was described in 185, or 5%, and 
chronic endocarditis in 462, or 12.6%, making 
a total of 647 cases of acute and chronic endo- 
carditis, or 17.6%. If this series of 3.683 be 
accepted as representative, which seems reason- 
able, we may say that the relative frequency 4f 
acute pericarditis and endocarditis as found at 
autopsy is in the ratio of 4:5 and in the ease 
of the chronic lesions of 5.7: 12.6, or, if the acute 
and chronic eases are combined, of 9.7 :17.6. 
With the purpose of gaining some definite 
idea of the possibility of accuracy in the diag- 
nosis of pericarditis I have examined all the 
clinical records of the 150 eases of the aeute 
form. In only 27 instances, or 17%, is there 
any clear evidence in the clinical notes of the 
presence of disease of the pericardium. In the 
majority of cases the data are very meagre and 
exact inference as to the type and extent of the 
lesions is consequently impossible. A detailed 
study of the particular types of pericarditis 


found reveals an even greater deficiency in the 
clinical work. The most glaring errors are in 
the cases of pericarditis with effusion of various 
forms. There was a total of 17 cases, with an ef- 
fusion of 200 ¢.c. or more, the amount varying 
from this minimum to a maximum of 1,000 e.e. 
In not a single instance does the history contain 
any positive diagnosis of the effusion and in only 
3 is the description even moderately suggestive 
of fluid. The 3 eases with the largest effusion, 
i, e. 500, 750 and 1,000 ¢.c., were unsuspected if 
one may judge by the records. A rub was men- 
tioned in only 2 instances among 42 cases of fi- 
brinous pericarditis, 

One” must admit that these statements are 
somewhat unfair to the clinician as no allowance 
is made for incomplete clinical notes, yet after 
generous allowance is made it must be admitted 
that the record is an astonishing one. In at 
least 50% of cases, | believe, it should be pos- 
sible to diagnose the condition with reasonable 
certainty. 

Greater accuracy in diagnosis means first of 
all a general knowledge of the relative fre- 
quency of the various types of pericarditis and 
of the diseased conditions with which pericar- 
ditis is commonly associated. In the following 
table are given the 359 acute and chronic cases 
of pericarditis above mentioned, grouped ae- 
cording to the type of lesions found.* 


*Any classification of the pathologic conditions in the peri- 
cardium is, to a large degree, artificial and arbitrary. | In the 
above table no account has been taken of simple hydropericardium 
or milk spots. Under the term “purulent pericarditis’’ are in- 
cluded only those cases where actual pus was found in the sae or 
pyogenic organisms were present in the exudate. Nearly all had 
purulent fluid in excess of 20 e.c. Only pure haemorrhagic exudates 
are included under the term haemorrhagic pericarditis. A consider- 
able number grouped as serofibrinous or purulent showed blood- 
tinged fluid, however. 
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TABLE I. 
ACUTE CHRONIC 
Tyres No, PERCENT- No. PERCENT- 
PERICARDITIS CASES AGE CASES AGE 
Fibrinous 42 28.00 17 $8.13 
Serotibrinous ........ 33 22.00 S2 39.24 
Haemorrhagic ....... 4 2.67 5 2.39 
39 26.00 3 1.44 
Tuberculous ......... 0 0.00 5 2.39 
Adhesive—partial .... 14 9.35 oo 18.66 
Adhesive—total ...... 18 12.00 a7 27.27 
0 0.00 1 AS 
10 100 209 


It will be noted that in the group of acute 
cases the largest number are of the so-called fi- 
brinous type although the fibrinous, serofibrin- 
ous, purulent and adhesive forms are found with 
about equal frequency, the limits being 21.33 
and 28%. The serofibrinous, purulent and 
haemorrhagic, which we recognize clinically as 
pericarditis with effusion, together represent 
50.7% of the total acute cases. 

Among the chronie types the serofibrinous and 
adherent forms distinctly predominate. This 
last mentioned group comprises approximately 
46% of the total. 

These figures show a close correspondence 
with those of Breitung? (Table Il) who found 
324 instances of acute and chronic pericarditis 
among the post-mortem eases at the Berliner 
Charité during a period of eleven years. 


TABLE II. 

No. PERcENT- 

TYPes CASES AGE 
Pericarditis serofibrinosa .............. 108 $3.33 
Pericarditis haemorrhagica ............ 30 9.26 
Pericarditis purulenta ................. 24 TAl 
Pericarditis tuberculosa deuteropathica. 24 7.41 
Pericarditis tuberculosa idiopathica..... 2 62 
Pericarditis adhaesiva partialis ........ 111 54.26 
Pericarditis adhaesiva totalis ......... 23 7.09 
Pericarditis ossificams 2 2 


It seems probable that among the cases seen 
clinically in a general hospital the fibrinous type 
predominates to a far greater degree than would 
appear from pathologic statistics. As a rule 
they are the mildest and occur with the less 
seriously ill patients with whom recovery is un- 
questionably much more common. 

In the fatal cases of pericarditis with effusion, 
at least, the serous and the purulent forms of the 
acute type seem to play approximately equal 
parts, as indicated in Table I, while in the chronie 
cases serous fluid is almost invariably the type 
of fluid present. True haemopericardium is 
rare in both the acute and chronic cases al- 
though blood-tinged exudate is by no means un- 
common. Including the 4 eases of true haem- 
orrhagie pericarditis, blood-tinged fluid was 
found in 17 instances, or 11%, and in associa- 
tion with the following primary diseases: ne- 
phritis 3, septicaemia 2, empyema 2, aortie 
aneurysm 1, rheumatism 1, pneumonia 1, tuber- 
culosis 1, and unclassified 6. Among the chronie 
eases, and including the five cases of true haem- 


orrhagic pericarditis, the fluid was of this 
form in only nine, or 4%. Pericarditis with 
effusion in the aged is said to be commonly 
haemorrhagic, (Osler.) This does not hold true 
in the cases tabulated above. 


THE PRIMARY DISEASE IN PERICARDITIS. 


The question of the nature of the primary 
disease in pericarditis is naturally of first im- 
portance to the clinician as especially indicating 
the conditions under which pericarditis most 
frequently arises. Wells* gives the possible 
channels of infection to the pericardium as fol- 
lows:—1. the blood stream; 2. the lymph ves- 
sels; 3. direct infection by trauma; 4. by ex- 
tension which must be from, a. heart or blood 
vessels within the pericardium; b. mediastinum; 
c. pleura; d. peritoneum. With these various 
possible modes of invasion it is obvious that 
pericarditis may arise in the course of a very 
large number of diseases. Any attempt at 
classification of these primary diseases is un- 
satisfactory but in the interest of conciseness | 
shall offer the following grouping: 


1. Yrauma and perforation of the pericar- 
dium. 

2. Infectious diseases (e. g. rheumatism, cho- 
rea, pneumonia, tuberculosis, meningitis, scarlet 
fever, influenza, smallpox, typhoid, syphilis, 
gonorrhoea, actinomycosis. ) 

3. Local or general septic processes (e. g. 
septicaemia, pyaemia, osteomyelitis, tonsillitis, 
erysipelas, local abscesses. ) 

4. Chronic diseases, usually as a terminal 
complication (e. g. nephritis, advanced tuber- 
culosis, carcinoma. ) 

5. Chronic intoxications and poisonings (e.g. 
gout, diabetes, phosphorus poisoning.) 

6. Extension or irritation by contiguity 
from neighboring structures (e. g. diseases of 
mediastinum, pleura, lungs ete.) 

7. Affections of the heart and aorta (e. g. 
endocarditis, affections of the myocardium, 
aortic aneurysm. ) 

8. Blood diseases and haemorrhagic  dia- 
theses (e.g. severe anaemia, leucaemia, haemo- 
philia, purpura, scurvy.) | 


The majority of all cases of pericarditis are 
found associated with only a few of the con- 
ditions mentioned above. Taking into consider- 
ation all ages rheumatism is unquestionably the 
commonest cause. The infrequent finding of 
this condition at autopsy secondary to rheu- 
matie fever is easily explained by the fact that 
this disease seldom runs an acutely fatal course, 
death, if occurring, being due to complications 
of long standing. In the 150 eases of acute 
pericarditis studied at the Boston City Hospital, 
rheumatism was evident as the primary disease 
only twice. Autopsy statisties of chronic per- 
carditis show a considerable percentage to be 
due to this disease. On the other hand the 1n- 
cidence of pericarditis in acute rheumatism, as 
given by different authors, varies within rather 
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wide limits (Latham 13%, Peacock 16%, Sib- 
son 19%, Pye Smith 22%, Whipham 17%, Os- 
ler 6%).4 The total number of cases of acuta 
rheumatism included by these authors is 2,080 
and the oceurrence of pericarditis 344, or 16%. 
Eichorst places his estimate as low as 3% and 
yon Sehrétter as high as 30%°. Houchard® 
quotes the statistics of many authors on this 
point which vary from a minimum of 10 to a. 
maximum of 75%. All authorities are agreed 
that acute rheumatism as an etiologic factor is 
largely confined to youth and early adult life. 


Pericarditis occurs with such a considerable | 
variety of other diseases that it is difficult to 
give any precise statement of their order of 
frequency. In adults pneumonia and pleurisy 
probably come next to rheumatism in impor- 
tance. With the former disease the type of 
pericarditis is often frankly purulent although 
in some instances the pneumococeus may be re- 
covered from the exudate in the absence of pus. 
These cases even when purulent are, further- 
more, not always fatal. The development of 
pericarditis with pneumonia is quite directly 
dependent on the severity and extent of the 
process in the lungs, being most common in 
those cases with bilateral involvement and more 
frequent with consolidation of the lower than 
of the upper lobes. 

Septic processes, especially septicaemia or 
pyaemia, and those of the pelvie organs or 
bones, quite commonly lead to pericardial com- 
plications and are particularly prominent in the 
fatal cases. The pathologic type of changes 
in the pericardium is variable but the exudate is 
commonly purulent although a rather large per- 
centage of the cases of adherent pericardium 
are of this origin. 


Pericarditis is generally acknowledged to oc- 
cur with nephritis, but it is difficult in many 
instances to establish a definite relationship be- 
tween the two. Some authors consider nephri- 
lis to be a very common cause of the condition, 
While others regard it as rare and due not to the 
disease in the kidneys, but to some associated 
pyogenic process, It is especially observed with 
the chronie nephropathies. Any type of peri- 
carditis may oceur and if an effusion is present, 
it is sometimes haemorrhagic. 

A less common cause of pericarditis is tuber- 
culosis of the thoracie organs or acute miliary 
tuberculosis. The changes in the pericardium 
may be identical with those found in association 


With other diseases or be strictly tuberculous. 


TABLE III. 
TABLE OF 150 AUTOPSY CASES OF ACUTE PERICARDITIS 
ARRANGED TO SHOW THE NUMBER OF THE DIFFERENT 
TYPES OCCURRING WITH VARIOUS DISEASES 


NuMBER OF Cases oF Type or 
PERICARDITIS 


e & = 
I’neumonia ........ 20138 2@ 
Aortic Aneurysm .. .. 2 1 2 5 
Acute Endocarditis. .. i 1 
Tuberculosis ...... @ 7 
Local or General 
Meningitis ........ 3 
Rheumatism ...... .. 1 2 
Cirrhosis Liver .... .. 1 
Not Determined ... 4 5 1 4 2 1 #@W 
er 438 33 42 14 14 4 150 


In how large a percentage of these the in- 
volvement was terminal and thus due to secon- 
dary infection it is impossible to say, but from 
a careful reading of the clinical histories and 
study of the autopsy reports, it is evident that 
the percentage is a rather large one. Pneumo- 
nia, empyema and abscess of the lung together 
comprise 47%. 

It is difficult to state exactly the relation of 
age to the incidence and type of pericarditis. 
Statistics show that the disease is much more 
common in childhood than in adult life. In in- 
fancy, broncho-pneumonia and empyema play 
the most important role as etiologic factors. 
Throughout childhood rheumatism remains at 
the head of the list. During early adult life, 
the most frequent causes are rheumatism, pneu- 
monia, tuberculosis and bone diseases. After 
thirty, rheumatism is relatively rare while pneu- 
monia becomes an increasingly important cause. 
In old age, pneumonia and chronic nephritis 
are the most frequent (Blechmann). At all 
ages septic processes figure prominently in the 


etiology. 


TARLE oF 150 AvuTopSy CASES OF ACUTE PERICARDITIS 
ARRANGED BY AGE PERIODS ACCORDING TO PRIMARY 


DISEASE. 
AGES 
= 

£8 & & 
Pneumonia ........ 5 4 8 14 10 21 1 68 
Aortic Aneurysm .. .. at a oe 5 
Acute Endocarditis are 1 
Tuberculosis ...... 7 

Local or General 
Meningitis ........ .. 3 
Cirrhosis Liver .... .. 1 
17 19 82 29 42 3 150 
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SYMPTOMS AND SIGNS OF PERICARDITIS. 


[ shall discuss briefly only the more impor- 
tant of the symptoms and signs of pericarditis. 
The symptoms of this condition are seldom char- 
acteristic and it is, perhaps, the rule that an un- 
suspected pericardial involvement is found on 
eareful routine examination or because sought 
for in those diseases with which it is known to 
be frequently associated. At other times the 
possibility of trouble in the pericardium is sug- 
gested by the sudden increase in the severity of 
the symptoms during the course of a critical ill- 
ness. In spite of the most careful observation, 
however, definite evidences of the disease may 
be entirely absent throughout its course. West? 
has particularly called attention to these last 
mentioned cases which he speaks of as the ‘‘la- 
tent type.’’ Chronie pericarditis, and especial- 
ly the adhesive form, is often found post-mor- 
tem without any suggestion of the condition 
having been present during life. He further 
speaks of certain acute cases where the process 
is confined to the posterior portion of the peri- 
eardium and therefore friction sounds never be- 
come audible or only many days after the ap- 
pearance of symptoms which make the diagno- 
sis probable. West considers that latent cases 
are very commonly due to gout or chronic ne- 
phritis. 

The clinical picture is difficult to give. It de- 
pends on many factors, but chiefly, the nature 
of the process, whether acute or chronic, the 
character and amount of the exudate, the con- 
dition of the heart. muscle and endocardium 
and the presence or absence of complications 
(Sinnhuber). 

In not a few, the onset is more or less well 
marked. The patient becomes restless, breathes 
with a shallow, rapid respiration, looks dis- 
tressed-and anxious, the face has a dusky pallor, 
and he often complains of pain or oppression in 
the region of the precordia. Nausea and vomiting, 
which are rather common late symptoms in the 
fatal cases, are occasionally met with at onset. 
Bramwell, in speaking of the onset of periear- 
ditis says, ‘‘the experienced eve can often de- 
tect that something has occurred, that the pa- 
tient is not so well as he was at the previous 
visit’; and this, I think, expresses very well the 
vague clinical picture which is often presented. 
An initial chill is rare. Pain so often met with 
as an initial symptom, varies from a vague sen- 
sation of pressure or distress in the region of 
the precordia, to the most intense and agonizing 
stabbing character. Sibson’ observed pain in 
70° of his eases. It is said to be most common 
in pericarditis with effusion although in this 
same type pain may be entirely absent from 
first to last. If pain appears early it invariably 
disappears with the development of an effusion. 
Epigastrie pain may be present with large effu- 
sions (Sibson). Especially in children pressure 
over the precordia or deep inspiration frequent- 


lv inereases the pain, rarely also the skin may 
s 


be extremely hyperaesthetic. Pressure in the 
epigastrium just below the xiphoid cartilage or 
at the costal angles often induces a severe pain 
reaction, The temperature is apt to show a 
inore or less definite rise with the beginnine of 
inflammation in the pericardium but is in no 
way characteristic. 

The pulse and respiration are much more dis. 
turbed as a rule (*‘Perverted pulse-respiration 
ratio,’’ West).° Sometimes the respiration 
reaches 60 or 70 per minute and is excessively 
labored and shallow. Shortness of breath js 
common and with large effusion often becomes 
extreme orthopnoea. Cases of paroxysmal! 
pnoea have been described. 

With marked effusion the patient often as- 
sumes a sitting posture and sometimes will! be 
found with the legs and thighs strongly flexed 
and resting with the arms on the knees. Hertz!” 
describes this as an important sign of pericar- 
ditis with effusion and terms it the ‘‘ knee-chest 
sign.’’ Wynter” lays particular stress on the 
absence of abdominal respiration as a sign of 
pericarditis. He states that the diminution in 
respiratory movements in case of diseases of the 
lungs and pleura is usually not marked and is 
one-sided, but in pericarditis it is bilateral and 
often entirely absent. This author considers 
it frequently to be as marked as in abdominal! 
diseases but always rigidity and general tencer- 
ness are for the most part lacking. This dia- 
phragmatic paresis he explains on the grounds 
of reflex inhibition due to involvement of the 
diaphragm secondary to inflammation in the 
pericardium. His observations lead him to con- 
sider it one of the earliest and most reliable of 
the symptoms of pericarditis and quite as com- 
mon with the fibrous as with the serofibrinous 
form. It affords a reasonable explanation of 
the upright position so frequently taken by the 
sufferer. 

Cough of a short, irritative, spasmodic char- 
acter may be present as in pleuritis. 

The initial excitement and restlessness may 
give place to a more or less marked condition 
of drowsiness after pericarditis is well estab- 
lished. Delirium, even of a most intense na- 
ture, is occasionally seen, and rarely coma. 

Later symptoms of pericarditis depend largely 
on two general factors: first, the degree of car- 
diae embarrassment, and second, pressure from 
the distended pericardial sae. The first condi- 
tion is chiefly caused by paralysis of the dia- 
phragm and direct influence on the heart muscle 
in consequence of the local inflammation. The 
pericardial sac is firm and inelastie but, when in- 
flamed, is easily stretched, and consequently an 
enormous effusion may cause very few cardiac 
symptoms (MacKenzie). Cardiae disturbances, 


such as extra systole and auricular fibrillation, 
are probably due not to the pericarditis but to 
a preéxisting diseased myocardium (Cowan). 
The symptoms from pressure from the «ls- 
tended sae are among the latest and most severe. 
Through pressure on the lungs, the breathing 
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‘ous dyspnoea or orthopnoea, cough, ete., men- 
tioned earlier. Venous engorgement, especially 


| 


is especially embarrassed, leading to the in. | tion is chiefly by the hypertrophied heart which is 


held close to the chest wall, but also to a varying 
extent. by the thorax wall, indurated lung or pos- 


of the veins of the neck, may reach an extreme Sibly to some extent by the liver. The fact that 


is seen in almost any other condition. Oedema 
~ rare. Pressure on the left recurrent laryn- 
veal. aS in aneurysm and mediastinal growths, 
probably explains hoarseness and aphonia. 
Hiccough is occasionally seen and is probably 
tue result of pressure on the phrenic nerves at 
the point where they pass down over the peri- 
cardium. Difficulty in deglutition is at times 
observed and swallowing may be impossible 
except in the sitting posture. 


PHYSICAL SIGNS. 

The physieal signs of pericarditis are hardly 
more numerous than the symptoms but in gen- 
eval are much more characteristic and impor- 
tant. To a greater degree it is true that the 
signs vary considerably with the type of lesions 
and degree of involvement present. 


In the early stages the first and most impor- 


tant sign is the friction fremitus or rub. The 
type of friction and its intensity depend on the 
nature of the exudate and force of the heart’s 
contraction, and is variously described as ‘‘rub- 
ing,’ ‘‘rustling,’’ ‘‘whiffing,’’ ‘‘harsh,’’ 
‘“rough,’’ ‘‘grating,’’ ‘‘ereaking,’’ ‘‘seratehing,’”’ 
etc. In its general quality it may resemble closely 
the pleural rub. As a rule the friction murmur 
is double, the ‘‘to and fro’’ sound, though fair- 
lv commonly it oceurs as a single sound or very 
rarely triple, the ‘‘eantering horse’’ type. Oc- 
easionally it is practically continuous and so 
prominent as to obscure the heart sounds com- 
pletely. In time the sounds, although often de- 
scribed as synchronous with those of the heart, 
are not quite so, henee the terms ‘‘mesosystolic’’ 
and “‘mesodiastolic’’ employed by some authors. 
Sibson emphasizes the fact that the pericardial 
sounds never begin or end with a shock and are 
characterized by the same intensity throughout. 
They may be intensified, however, by any in- 
crease in foree of the heart’s contraction, by 
sitting forward when upright or rarely by tak- 
ing the reeumbent position. They appear su- 
perficial and pressure of the stethoscope may oc- 
casionally augment the intensity. 

In contrast to endocardial sounds they have 
no definite area where they are best heard nor 
patis of conduetion. The commonest areas 
Where they are heard are at the base and over 
the middle portion of the heart. It is usually 
Staled that these sounds are never audible be- 
Youd the area of eardiae dulness or in the back, 
hut a sufficient number of eases are reported to 
make it seem probable that in a not insignificant 
percentage the rub is heard over a relatively 
Wide area of the thorax and in the lower left 
hack also. Pauly,’? Devie, E. et Gardére, 
Paviot, J. et Delactanal, J.,14 and others have 
discussed this subject at length. In eases where 
the rub is heard beyond the heart limits, propaga- 


-eree, While ¢yanosis may be more intense than | friction is seldom audible in the back is not due 


to the fact that the posterior part of the peri- 
cardium is not involved, but because the sounds 
are successfully muffled by the interposed lower 
lobe of the left lung. When they do appear in 
this region the explanation is probably to be 
found in the fact that the greatly enlarged heart 
or the presence of a pericardial effusion either 
push the lung aside, or more probably render the 
lower lobe atelectatic in either case, the condi- 
tions being more favorable for the transmission 
of the sound. The murmur thus heard in the 
back is not transmitted from the anterior sur- 
face but produced in the posterior part of the 
pericardium. An especially important consid- 
eration is the fact that the rub may be present 
for only a very brief period, and thus escape ob- 
“servation. 

| A tactile thrill over the pericardium of a 
harsh, vibratory character, is a familiar sign 
(Sibson, 20%). It is felt over the same area as 
the audible friction. As in the case of the frie- 
tion sounds it is apt to be transitory and change 
from day to day. 

With the development of effusion of any form 
other more or less characteristic signs may ap- 
pear. In youth, where the chest is still pliable, 
bulging over the region of the precordium is 
sometimes seen, likewise with large effusion the 
epigastrium may appear full and immobile. 

With the accumulation of fluid, the palpable 
impulse ordinarily weakens, is more diffuse and 
moves upwards, at times reaching the third 
space. Coincidently the heart sounds become 
weaker and muffled. West'® believes that one of 
the first results of pericarditis is involvement of 
the adjacent muscular tissue of the heart and 
consequently dilatation of this organ which is a 
factor in the alteration in the cardiae sounds. 
The friction sounds may or may not disappear 
as the fluid increases. 

The amount of effusion necessary to be recog- 
nizable is a matter of some difference of opinion. 
Probably at least 150 to 200 ¢.c. must be present 
to give definite percussion signs (Sinnhuber). 

The shape of the distended pericardium as 
mapped out by light percussion, is usually de- 
scribed as pyriform or pear shape. The upper 
limits are much raised, often reaching the second 
and, even in extreme eases, the first rib. From 
this point above, the left border passes rather 
sharply downward and then curves outward and 
downward forming a depression or slight inden- 
tation at the level of the third rib, this concavity 
being commonly known as ‘‘Sibson’s notch’’ or 
the ‘‘eardio-mediastinal notch.’’ This is especial- 
ly important as contrasting with convexity at 
this point of the left border of dulness in the 
case of cardiac dilatation. In extreme instances 
this left border at the level of-the fifth or sixth 
space may reach the outer limits of the axilla. 
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The right border passes downward less diag- 
onally than the left to meet the line of liver 
dulness at an obtuse angle. Attention was 
directed to the dulness in the fifth interspace to 
the right of the sternal edge by Rotch,’® who 
considered it one of the earliest signs of peri- 
carditis with effusion. 

The lateral limits of dulness vary slightly 
with change in position. Similarly, the impulse 
may not be felt in the prone position, but pal- 
pable when the patient sits up and forward. 

Pressure signs of the effusion are of consider- 
able moment. Ewart!’ described a ‘‘first rib 
sign,’’ 7. e., under these conditions the upper 
edge of the first rib can often be felt, due to the 
fact that the clavicle is raised, thus relaxing the 
ligament between the two bones. The liver and 
diaphragm may be considerably pushed down- 
ward. Calvert,’* under the title ‘‘A New Sign 
Differential between Dilatation of the Heart and 
Pericarditis,’’ published the result of his work 
which he believes shows that in pericarditis with 
effusion, the right lobe of the liver is low, vary- 
ing in position from the fifth interspace to the 
sixth rib, while in dilatation of the heart, the 
lobe of the liver is high, in position from the 
fourth to the fifth rib. 

The most striking signs of pressure are those 
due to compression of the lungs. Bamberger’® 
first described a small quadrilateral patch of 
dulness low down in the intrascapular space on 
the left. Many authors have since called at- 
tention to the altered physical signs in this re- 
gion. In my experience changes are nearly uni- 
formly found near the inferior angle of the scapu- 
la on the left in cases of massive effusion in the 
pericardium. The most constant sign is dul- 
ness of varying degree, usually marked, some- 
times accompanied by diminished fremitus and 
respiration and at others by a more or less in- 


tense bronchial type with increased voice 
sounds. Rarely bronchophony or egophony is 
present. In a few instances I have been able 


to demonstrate a considerable lessening of the 
above signs when the patient leaned forward 
in a sitting position. These signs just de- 
scribed are sometimes so striking as to lead to 
a diagnosis of pneumonia. 


CHRONIC ADHESIVE PERICARDITIS, 


This sequel of acute inflammation of the peri- 
cardium is by no means rare but so frequently 
escapes detection that it is not given deserved 
prominence among the forms of pericarditis. 
Pitt*® states that among 10,000 post-mortem ex- 
aminations at Guy’s Hospital he found 400 
eases of acute pericarditis and about the same 
number of the adherent form of which one- 
sixth showed universal adhes‘ons. Smith*! found 
among 3.053 autopsies at the Massachusetts 
General Hospital (1897-1913) complete or par- 
tial obliteration of the pericardium in 62. In 
ny own series of 3.683 autopsies partial or com- 
plete obliteration of the pericardium sae was 


found in 32 instances among the acute cases, or 
21%, and in 96 of the chronic cases, or 46%, 

The picture of adherent pericarditis is quite 
as varied as the degree and nature of the ana- 
tomic changes, and with few exceptions is an in- 
definite one. It may present a considerable va- 
riety of phenomena or none, according to the 
degree of disturbance of the circulation and 
respiration. 

Laennec** records his observation that ‘‘ad- 
hesion of the heart to the pericardium freyuent- 
ly does not interfere with the exercise of its 
function.’’ The accuracy of his conclusions 
has been established by many clinicians since 
Laennee’s time. If the adhesions be confined 
to the heart and its enveloping sae, even though 
the fusion between the serous surfaces is com- 
plete, the embarrassment to this organ is trifling 
and does not lead to hypertrophy or dilatation. 
It is only when the pericardium becomes glued 
to adjacent structures, either posteriorly to the 
mediastinum, anteriorly to the chest wall or be- 
low to the diaphragm and therefore more or 
less fixed (‘‘Symphyse pericardique,’’ ‘‘chronie 
mediastino-pericarditis’’) that the movement of 
the heart is impaired. The resulting disturb- 
ances are purely mechanical and affect the 
heart, the venous circulation and the respira- 
tion. All symptoms and signs are directly re- 
ferable to this ‘‘impediment to the passage of 
blood through and out of the heart’’ and to the 
interference with respiration during inspiration. 

Pitt®® suggests that the resulting interference 
with movement, size and efficiency of the heart, 
probably depends on whether the heart remains 
dilated a sufficient time to permit adhesions to 
become firm, in which case it can never con- 
tract. If, on the other hand, the heart adjusts 
itself while the adhesions are soft, permanent 
impairment need not result. Later, when the 
adhesions are firm and fibrous, the pericardium 
may be so completely fixed as to prevent subse- 
quent dilatation. The exact mechanism by which 
the above mentioned results are brought about 
has been ably discussed by Keith,?* Wencke- 
bach,?° and others. 

Pick,”* in 1896, described a form of adherent 
pericarditis accompanied by cirrhosis of the 
liver, extreme ascites without jaundice, and 
oedema of the legs, which is often mistaken for 
hepatie cirrhosis and to which he gave the term 
‘‘nericardial pseudo-cirrhosis of the liver.”’ 
Cases of so-called ‘‘multiple-,’’ ‘‘poly-serositis,”’ 
or ‘‘polyorrhomenitis’’, probably form a part of 
this same general group. 

All cases of adherent pericarditis then fall 
roughly into one of three groups: first, those of 
simple fusion between the serous surfaces of 
the pericardium and which are usually without 
characteristic signs or symptoms and therefore 
seldom recognized clinically ; second, those cases 
with adhesions of the pericardium _ internally 
and externally, the clinical picture of which 1s 
that of cardiac and respiratory failure; third, 
those cases of extensive intra- and extra-perl- 


— 


TS 


Vou. CLXXV, No. 17] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


cardial adhesions and also evidences of exten- 
sive general involvement of other serous sur- 
faces. 

Regarding the symptoms of adherent pericar- 
dium little need be said. They are essentially 
those due to respiratory embarrassment and to 
cardiac insufficiency. Cyanosis and dyspnoea 
are usually present in all severe cases. Ortho- 
pnoea is often seen. Pain is rare. General 
oedema sometimes occurs in the severest forms. 


PHYSICAL SIGNS OF ADHERENT PERICARDIUM, 

Although a considerable list of signs can be 
mentioned none are constant or if present, 
strictly pathognomonic. Practically all are, as 
in the case of the symptoms, the direct result of 
fixation of the intrathoracic structures, especial- 
ly the heart; and therefore concerned especially 
with the cireulation and respiration. 

Depression of the chest wall over the whole 
or a portion of the precordial area may be seen, 
less commonly a moderate degree of bulging. 
Neither condition can be considered as charac- 
teristic of this form of pericarditis, however. 
The position of the apex beat is to a varying 
degree fixed, and Achelis** considers this de- 
fective displacement with change in position 
or respiration, of the first significance diagnos- 
tically. 
outward as is characteristic of ecardiae dilata- 
tion. More commonly than otherwise, it is 
raised, being palpable only in the third and 
fourth spaces, rarely also in the second. Marked 
variation in the nature, force and area over 
which the eardiae impulse is felt is also com- 
mon, 

Among the most trustworthy signs, if the 


heart be adherent to the anterior chest wall, is: 
the retraction of the intercostal spaces with. 


ventricular systole, usuaHy most striking in the 
area of maximum impulse but often also over 
more or less of the entire precordia. Less con- 
stantly a systolic recession is to be observed in 
the epigastrium resulting from extensive adhe- 
sions between the pericardium and diaphragm. 
With the patient in a sitting position a com- 
mon phenomenon is a retraction of the lower 
ribs in the left posterior and lateral aspects of 
the thorax, ‘‘Broadbent’s sign.’’ Broadbent?* 
explains thisas resulting fromthe upward dis- 
placement of the diaphragm with each systole of 
the heart, which pulls the false ribs inward. 
Rarely this sign has been observed by this author 
and others to be present with a greatly enlarged 
heart, but in such eases the movement varies 
with respiration, which never occurs when due 
to adhesions of the pericardium (McKenzie). 
In my experience, this sign, when present, is one 
of the most distinctive of adherent pericardium. 
Bramwell?? regards the diastolie rebound or 
shock, often over the chest wall in the region 
of the palpable impulse, as highly characteristic. 
Similarly a systolic impulse may in rare cases 
be heard or felt posteriorly. 

One of the most commonly described signs is 


} 


the so-called ‘‘pulsus paradoxus,’’ ‘‘pulsus in- 
spiratione intermittens’’ or ‘‘ Kussmaul’s sign,’’ 
that is, a variation in the pulse associated with 
respiration, the rate becoming slower and the 
force less with inspiration. The sign occurs in 
other conditions as well, and is by no means 
constant or definite in this form of pericarditis 
and therefore is of doubtful value. 

Kussmaul*® has called attention to the swell- 
ing in the cervical veins synchronous with in- 
spiration, which he explains as due to the fact 
that the adherent pericardium prevents the di- 
latation of the right ventricle, which normally oc- 
curs during the first part of respiration. Sudden 
diastolic collapse of the jugular vein was de- 
scribed by Friedrich** and considered by him an 
important sign. 

Auscultation yields nothing worthy of special 
mention. If the union of the visceral and par- 
ietal pericardial surfaces is not universal, a rub 
may be present. Betz*? has described a ‘‘pe- 
euliar blowing or whistling systolic sound’”’ 
which he regards as characteristic of adhesions 
of the pericardium to adjacent tissue. 


X-RAY EXAMINATION, 
It is hardly possible to emphasize too strongly 


the importance of an x-ray examination in the 


It is frequently considerably displaced. 


| 


diagnosis and differential diagnosis of pericar- 
ditis. In all forms of inflammation of the peri- 
cardium with fluid exudate or adhesions, it fur- 
nishes in many instances more reliable data 
than either the symptoms or signs. It is true, 
however, as with other intrathoracic conditions, 
that the diagnosis should never be made on the 
x-ray findings alone, but only when these are 
considered together with the clinical symptoms 
and signs, There seems to be a general agree- 
ment among writers on the subject that the nor- 
mal pericardium cannot be differentiated from 


the heart shadow, but Rémfeld,** after a careful 


study of a large series of cases, concludes that 
the normal can be made out in about one-third. 

Simple fibrinous changes in the pericardium 
give no positive x-ray findings. With small ef- 
fusions into the pericardium the x-ray examina- 
tion likewise furnishes no aid to diagnosis, but 
with larger amounts of fluid, certain features 
make the form of the heart shadow quite dis- 
tinctive. With few exceptions, the outline of 
the shadow of the distended pericardium in the 
rontgenogram corresponds fairly closely to the 
area of dulness mapped out by percussion. The 
shadow is large, the outline rounded or more or 
less triangular in shape, depending on the 
amount of fluid. Its broadest part is below, 
often reaehing the outer limits of the thorax on 
the left, and from three to twelve centimeters 
to the right of the median line. The oblitera- 
tion of the normal acute cardiac-hepatic angle, 
so commonly shown by percussion, is never seen 
except in the cases with external pericardial ad- 
hesions in this region. In fact the normal acute 


angle is not infrequently accentuated. When 
viewed laterally the retro-cardiae triangle is 
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greatly diminished or entirely effaced. The 
shape of the area varies significantly with 


changes in position. In contrast to the shadow 
of an enlarged heart, the pulsation usually ob- 
served at the left border is absent. Wessler** 
thinks this may also be the case in dilated heart. 
Above, the shadow is somewhat raised and en- 
croaches on the great vessels at the base of the 
heart. In the upper one-third of the left border 
there is commonly a varying degree of con- 


cavity of the outline on the left, corresponding | 


to the so-called ‘*Sibson’s notch.”’ If combined 
with adhesions within the pericardium the out- 
line of the distended sae may not be uniform 
and even marked bulging, especially to the left, 
is rarely seen ( Wessler). 

The x-ray appearances in adherent pericar- 


dium have been the subject of much careful in-- 


vestigation by Lehmann and Sehmoll’’ Ache- 
lis.’ Tornai,*” Vaquez and Bordet,*> and others, 
and the essential features appear to be well es- 
tablished. Much of a rather technical nature 
has been written, especially by the above ob- 
servers, regarding the methods of x-ray exami- 
nation, which does not fall within the scope of 
this paper. Uncomplicated obliterative peri- 
carditis cannot be certainly demonstrated by 
rontgenograms, 

The practical conclusions of the above authors 
as to the characteristics of adherent pericardium 
in rdentgenograms may be summarized as fol- 
lows: 

1. With adhesions of the pericardium to the 
anterior wall of the thorax, the clear space be- 
tween these two structures is much diminished 
or obliterated where an x-ray examination is 
made in the oblique or lateral position. Achelis 
urges caution in drawing too definite conelu- 
sions from such findings, as this obliteration 
may be present in the case of extreme ear- 
diac hypertrophy. 

2. The outer limits of the shadow laterally 
do not appear smooth and clear as in hypertro- 
phy or dilatation of the heart, but are vague and 
indefinite and frequently with notched or tooth- 
like outline due to adhesions. 

4. The normal angle on either side between 
the pericardium and diaphragm is sometimes 
compietely filled in by adhesions. 

4. An indistinet or obliterated heart pulsa- 
tion Is seen, 

5. Various modifications in the displacement. 
shadow of the heart, with respiration and change 
of body position, are also characteristic, 

6. The diaphragm shows varying degrees of 
immobility during respiration. 

7. In the lateral position a posterior medias- 
tinal pericarditis is shown by obliteration of the 
normal triangular clear space. 

PARACENTESIS PERICARDII, 

Whether for diagnosis or for therapeutie pur- 
poses aspiration of the pericardium is a proce- 
dure altogether too little known. Durine the 
past ten years many authors have urged the 


more frequent employment of paracentesis in 
pericardial effusions and in consequence it js 
now unquestionably much more often done than 
formerly. 

Considering the relative frequeney of peri- 
carditis, and its favorable course with spontan- 
eous recovery in many instances, it must be ad- 
mitted that paracentesis is rarely necessary. It 
is indicated when the amount of effusion is so 
great as to give extreme embarrassment of the 
respiration and circulation and thus endanger 
life, or when a large effusion shows no tendency 
to absorption. In occasional cases it is impor- 
tant to establish the nature of the effusion, es- 
pecially when a purulent exudate is suspected, 
Sears®’ has emphasized the importance of ex- 
| ploratory puncture in all suspected cases of this 
type, urging the advantage of early radical 
treatment of pyopericardium on the same 
grounds as of pus in the pleural cavity. The 
favorable results of surgical treatment by peri- 
cardiotomy during recent years offers a weighty 
argument for early aspiration for diagnosis. 

Puncture of the pericardium is far less simple 
than of either the pleural or peritoneal cavities 
and is by no means free from dangers. <A dry 
tap is not infrequent even when a considerable 
amount of fluid is present,—a failure which is 
explained by the fact that adhesions binding the 
heart to the pericardium may make it difficult 
to reach the fluid or because the exudate is apt 
to contain a large amount of fibrin with which 
the needle may become plugged. The x-ray ex- 
amination is often of great value in indicating 
the position of the fluid in the pericardial sae. 

The possible untoward results of paracentesis 
of the pericardium are several. A few cases are 
on record of sudden collapse and death imme- 
diately following it. The dangers of infecting 
the pericardium are but slight and can be dis- 
regarded if strict attention be given to asepsis. 
An ever present possibility is the puncture of 
the pleura and infection of this cavity if the 
pericardial exudate is purulent.. The gravest 
complication but, fortunately, a rather rare 
one, is the wounding of the heart, leading to fa- 
tal haemorrhage. Boxwell*® reports such a case 
where the ventricle and auricle were punctured 
and death resulted from hemorrhage. The 
dangers from this cause seem to be not so much 
from puncture as of tearing of the heart muscle 
by movement of the heart over the end of the 
needle. 

The question of the best site for aspiration 1s 
a matter of wide difference of opinion and a 
great variety of points have been recommended. 
From the work of Zinn.*! Blechmann,** Scha- 
poschenkoff and Damsch,** and others, it is clear 
that the least amount of the effusion collects m 
front of the heart, the bulk of the fluid heing 
in the posterior and left dependent portions of 
the pericardium. The right side of the dia- 
phragm meets resistance from the liver and can- 
not be pressed down as on the left, where the 
resistanee is less, and therefore the accumula- 
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Fic, IL—-MALE, 22 yrs. PERICARDITIS Wirtt EFFUSION (TUBERCULOUS). 
Note enormous increase in transverse diameter of heart shadow, characteristic general outline, 
encroachment of shadow on great vessels, acute cardio-hepatic angle on right, and low position 
of heart on left. 


Fic, Il.—Ma.e, 28 yrs. CHRONIC PERICARDITIS WITH EFFUSION, PosTERIOR View (DR. FLoyp’s Case). 
Note same characteristics as in Fig. I, 
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Fic. Case as Fic. IL, pur Two Montus Laver. 


Note striking increase in size of heart shadow due to increase in pericardial effusion. 


1V.-—MALE, 36 yrs, ADHERENT PERICARDIUM With MobeRATE Errusion FOLLOWING PNEUMONIA. 


Note particularly the characteristic obliteration of the ac ute cardio-hepatic angle on right. 
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tion of exudate in the right lower part of the 
pericardium is usually small in comparison. 
This would seem sufficient reason for not choos- 
ing the fifth right intercostal space (Rotch’s 
Point) as the site for paracentesis. Likewise 
for the same reason the various points to the left 
of the sternal border, either inside or outside the 
internal mammary artery, are unsuitable. Fur- 
thermore, the dangers of wounding the heart are 
greatly increased in this region. 

The region most commonly chosen (Cursch- 
mann, Zinn, West, Sears, and many others) is 
the fifth or sixth interspace, 2-3 em. outside 
the nipple line and inside the outer limits of 
dulness. The position is one of the most favor- 
able for drainage of the pericardium and the 
chances of injury to the heart very slight. The 
needle introduced at this point may transfix the 
pleura, but this accident is of little or no im- 
portance. 

One other point of puncture has come much 
in favor of late, namely, the sub-xiphoid of 
Marfan.** The advantages of this method as 
stated by Marfan are as follows. 1. The dis- 
tended pericardial sae lies very close to the 
xiphoid and is very easily entered; 2. The sac 
is punctured at its lowest part and can therefore 
be more easily and completely drained; 3. There 
is no danger or injury to the heart; and 4. There 
is no possibility of entering the pleural cavity. 
Blechmann® and Rieux*® believe this to be the 
most satisfactory and safest method. 
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A SECOND NOTE ON THE FREQUENCY 
OF EPILEPSY IN THE OFFSPRING OF 
EPILEPTICS. 


By D. A. THom, M.D., 
Monson State Hospital, Palmer, Mass. 


Since publishing my early investigations con- 
cerning the Frequency of Epilepsy in the Off- 
spring of Epileptics,? it has been my privilege 
to have the aid of a social worker to check up 
the results of my previous work. The fact that 
in’ only 8 of the 138 matings, where one or both 
parents were epileptic, did the offspring develop 
epilepsy was indeed surprising. Yet, when the 
ancestors of this same group were studied with 
the same point in view, direct similar heredity, 
there again were only eight cases, or 5.8%. 
But, as I explained in my previous article, the 
data I obtained were largely through correspon- 
dence and personal interviews with friends and 
relatives of the patients and, therefore, subject 
to many sources of error; and had they not di- 
verged so widely from the only other similar 
research work, that of Echeveria,? I should 
have hardly considered them worthy of publi- 
cation. 

The following table will show at a glance to 
what a marked degree our results differed. 


Echeveria 136 = 74 533 195 78 
Thom 138 70 553 6 4 
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That 273 offspring out of a total of 533, or 
over 51%, should have developed epilepsy, 
seemed more startling to me than my own fig- 
ures of only 10 epileptics in my total of 553 
offspring, or less than 2%. 

My purpose has been to make a more inten- 
sive study of the cases already reviewed, to 
determine, if possible, to what extent epilepsy 
is transmitted directly from parent to offspring. 
The 33 cases I wish to report include 7 of the 
8 matings where the resulting offspring were 
epileptic, and the total of 10 epileptic children 
include 8 of those reported in my last paper. 
In other words, the field worker uncovered two 
more cases of epilepsy in her more exacting 
study of these 33 cases than I did by my less 
accurate method. Of these 33 cases, 13 were 
male and 20 female. Thirteen cases, including 
11 females and two males, had their epilepsy 
before marriage; 19 cases, 11 males and 8 fe- 
males, had their first convulsions after mar- 
riage. The 33 matings resulted in 133 off- 
spring, 86 of whom are living and 47 are dead. 
Of the total of 133 offspring, there is a history 
of convulsions in 10, five having died in in- 
fancy during seizures, two becoming arrested 
eases and three confirmed epileptics. 

The causes of death in the eases of the de- 
ceased were as follows: 

Infantile convulsions 5 


Diphtheria ......... 5 
Tuberculosis ....... 5 
Indigestion ........ D 
Malnutrition ....... 2 
Searlet Fever ...... 1 
Meningitis ......... 1 
Unkmown 9 
Unascertained ...... 18 

47 


The present age of the surviving children is 
as follows: 


Under 1 year 1 
Between 1 and 5 years 10 
5 10 14 

” 10 ” 15 ” 10 

15 ” 20 ” 11 
Over 20 years 40 
S6 


This group of living offspring whose parents, 
one or both, were epileptic contains 46 cases 
still under 20 years of age, and in the epileptic 
zone. What per cent. of these cases will develop 
epilepsy no one can say at this time, but it is 
not probable that it will be 50%. Of the cases 
over 20 years of age, heredity will play a much 
less important part. So it appears that the results 
of the earlier work have been to a large degree 
substantiated by this more intensive study, and 
that the conclusion that epilepsy is less often 
transmitted directly from parent to offspring 
than we have heretofore been led to believe is 
justified. 
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ARTIFICIAL HELIOTHERAPY: THE MER. 
CURY-VAPOR-QUARTZ LIGHT A VALU- 
ABLE THERAPEUTIC AGENT. 


By Joun Bryant, M.D., Boston. 


Is sunlight or is heliotherapy of real value in 
medicine? This question has been pretty con- 
elusively answered in the affirmative. It ap- 
pears that the live agent or active principle in 
producing the good results is the action of the 
blue rays in producing a pigmentation of the 
skin, the pigment then in some manner becom- 
ing a circulating metabolic rectifier; thus in 
Switzerland it has been noted that tubercular 
patients recovered, and that their prognosis 
varied with the rapidity and ease of pigmenta- 
tion of their skins. 

If blue’ light is the active agent, it follows 
that any method which delivers blue light to 
the skin is a valuable substitute for heliother- 
apy, the more so as any electrical method is al- 
ways available, whereas the sun, at most, is 
available only at certain hours, even when not 
obscured by smoke, fog, or clouds. 

It is known that the mercury-vapor are gen- 
erates plenty of short-length actinic rays. It 
is also known that quartz is a substance, and 
one of the very few, not opaque to the blue 
rays. It is, therefore, theoretically possible to 
produce a light which will deliver at the skin 
blue light not associated with excessive heat. 
At least one such lamp has been for some time 
available. 

To produce pigmentation is to reproduce the 
effect and to promise the results of which actual 
sunlight is capable. The only question remain- 
ing, therefore, before being forced to admit the 
value of such a lamp, is whether it really does 
produce in action a rapid pigmentation of the 
skin exposed to its rays. 

One of the lamps in question has been in use 
in my office since mid-August. Employed in 
connection with graduated heat from incandes- 
cent carbon filaments, as a metabolic stimulant 
for asthenic chronic intestinal cases, it has been 
clearly demonstrated that the light of this lamp 
actually does produce very rapidly a redness, 
even to blistering and peeling of the skin, and 
soon results in the acquisition of a pigmenta- 
tion of the skin not to be distinguished from 
that obtained by much longer exposure to actual 
sunlight. 

The lamp is, in fact, so active that a five- 
minute exposure at a distance of a metre or so 
may result in a sensitive skin turning, as one 
patient expressed it, ‘‘as red as a lobster,’’ by 
the end of twenty-four hours. 

Since many patients will find it not only more 
convenient, but actually a saving of time, to 
have their skins tanned by artificial heliother- 
apy, in a quiet room, regardless of the time of 
day or night, and since it is proved that the 
lamp does produce the all-important pigmenta- 
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tion, it is suggested that the use of such an 
apparatus might to great advantage become 
more general, not only in private practice, but 
in hospital circles. Used rightly, such a lamp is 
certainly a powerful and valuable addition to 
therapeutie resources, as an easily available and 
ever ready substitute for actual heliotherapy. 
lis indications would seem to be those of sun- 
light itself. 


Therapeutic and Preventive Medicine. 


THE TREATMENT OF OBESITY BY A 
RATIONAL DIET. 


By Epwarp EB. M.D., BrooKiyn, N. Y. 


Attending Physician to the Williamsburgh and Nor- 
wegian Hospitals; Consulting Physician to the 
Bethany Deaconesses Hospital, 


In the treatment of obesity, the object aimed 
at is the combustion of a definite amount of sur- 
plus fat in the body, and the prevention of its 
reaccumulation. Regulation of the diet consti- 
tutes the essential part of this treatment. 

It would be an easy matter to calculate the 
formula for reducing the fuel value of the food 
intake, if oxidation in the body were always 
regular and uniform. In such case the amount 
of reduction would have a caloric value, equal 
to that of the quantity of body fat which it is 
desired to burn up. For example, if the reduc- 
tion in weight desired is at the rate of two 
pounds a week, which means the combustion 
daily of about four and a half ounces of body 
fat, the fuel value of the daily ration would 
have to be reduced about 1000 calories below the 
normal for size, age and activity. But the oxi- 
dation of fat in the body is not always regular 
and uniform, and does not always respond 
promptly and fully to the demands made on it 
by partial starvation. Extensive variation of 
this oxidation in different individuals is a mat- 
ter of common observation: frequently small 
eaters are seen to remain persistently stout, 
While large eaters as persistently remain thin. 
Nevertheless, the formula suggested serves as a 
basis on which to work out the best formula for 
the individual ease. 

Measures to improve oxidation in the body are 
called for in the treatment of obesity; and as all 
ietabolie processes are more or less under con- 
trol of the internal seeretions, such measures 
are directed very properly toward improving 
the condition or action of the glands which pro- 
(luce those, secretions. This means, as regards 


diet, regulation of the quality as well as quan- 
tity of the food, so as to diminish, in particular, 
the toxemias of alimentary origin which could 
Injure those glands or disturb their functions. 
This is effeeted mainly by restriction or exclu- 


sion of articles of food of animal origin except- 
ing milk and its products. 

The following practical suggestions for regu- 
lating the diet in obesity seem in harmony with 
the facts and principles above alluded to. 

Bear in mind that regulation of the diet is 
the principal thing in the treatment of obesity, 
and that this regulation should be qualitative 
as well as quantitative. 

Insist on scales and measures being used to 
secure accuracy in carrying out the dietetic 
prescriptions. 

Do not rely for protein chiefly on animal tis- 
sues and eggs, as is done in most obesity diets, 
but secure protein chiefly from milk and its 
products, which supply all the different amino 
acids needed by the body and are relatively easy 
of metabolism, being free from purins and com- 
paratively insusceptible to putrefactive proc- 
esses in the alimentary canal. If no other mor- 
bid condition is obviously present, a small 
amount of animal tissues or eggs may in- 
cluded in the diet; but in eases complicated by 
obvious insufficiency of nitrogenous metabolism 
(as shown by gout, gravel, migraine, arterio- 
sclerosis, chronic nephritis or hepatie insuffi- 
cieney), or by disease of the alimentary canal, 
which inereases the habitual production in that 
canal of putrefactive poisons and their absorp- 
tion therefrom, the amount of flesh and eggs 
should be very small indeed or they should be 
excluded altogether. Such qualitative regula- 
tion of the protein ration for the special pur- 
pose of easing the burden of nitrogenous meta- 
bolism, is a cardinal principle in this method 
of treating obesity and its distinguishing fea- 
ture. 

Include plenty of fresh fruits and vegetables 
in the diet, in order to supply full rations of the 
body salts and vitamines; but use careful selec- 
tion so as to include only fruits and vegetables 
which are comparatively free from objectionable 
qualities, such as indigestibility, possession of 
purin or oxalic acid content, and offensiveness 
to the patient’s idiosyncrasies. 

Allow water to be drunk in ordinary quan- 
tities. 

Begin the treatment by restricting the fuel 
ration so as to supply about 1000 calories less 
than the minimum health ration for the par- 
ticular patient. 

Do not reduce the quantity of protein much 
below the minimum health ration, but let the 
loss fall chiefly on the fat and carbohydrate. 

Do not, as a rule, try to reduce the weight 
by more than two pounds a week, on the aver- 
age. Such a moderate reduction is not often 
attended with any unpleasant consequences, 

Bear in mind the exceptions which exist in 
regard to reducing weight: be cautious in reduc- 
ing the weight of those afflicted with serious dis- 
eases; relax the rigidity of the diet or discon- 
tinue all attempts at reduction, if in the course 
of treatment symptoms of distress or weakness 
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appea: (which does not often happen with this 
plan of weatment) ; and do not, as a rule, at- 
tempt to reduce the weight of those entering on 
old age who have been obese for a considerable 
time. 

In most cases allow oceasional periods of rest 
from the rigid diet, and while giving the minl- 
mum health rations, take note if the weight in- 
creases in consequence. 

A series of dietetic prescriptions for obesity, 
devised by the writer in accordance with the 
above suggestions, have the food values shown 
in the index table given below. These prescrip. 
tions readily lend themselves to modifications 
for individual needs. The numbers in the mam 
column of protein values refer to protein de- 
rived from milk, cereals, fruits and vegetables; 
and the numbers after the plus signs in the same 
column refer to protein derived from animal 
tissues and eggs. It will be seen that the pro. 
tein derived from the latter sources is greatly 
restricted in this plan of treatment. 


INDEX OF OpEsITY DIETS. 


Prescription Protein Fat Carbohydrate " 

Number grams grams grams Calories 

I 50 32 112 975 

Il 50+4 36 113 1000 

lil 50+14 41 113 1100 

lV 5S 40 125 1125 

V 58+4 42 125 1150 

VI 44 136 1250 

Vil 62+14 48 125 1275 

Vill 65+ 14 52 140 1375 

IX 76 51 170 1400 


Clinical Department. 


THE STREPTOCOCCUS MUCOSUS CAPSU- 
LATUS AS A CAUSE OF MASTOID 
DISEASE.* 


By Gornam Bacon, M.D., F.A.C.S., New York. 


Professor of Otology, College of Physicians and Sur- 
goons, Columbia University, New York. 


ACCORDING to my experience the streptococcus 
mucosus capsulatus is the most insidious and 
destructive germ with which the otologist has to 
contend, and the question of an operation, when 
the mastoid cells are involved, is a most impor- 
tant one. ‘ 

In 1905 Dr. George Sloan Dixon published in 
the Archives of Otology, Vol. xxxiv, Part 6, a 
paper entitled ‘‘Report of a Case of Panotitis 
Resulting in Meningitis, with Pathological Find- 
ings,’’ in which he reported the case of a nurse 
who was under my care in the New York Eye 
and Kar Infirmary. She entered the hospital on 
February 7, 1904, and gave a history of an acute 


* Read at the annual meeting of the American Otologic 
held in Washington, D. C., May, 1916. ogical Society 


attack of otitis media which had begun six 
weeks previously. She had labyrinthine symp- 
toms which, with the knowledge we have today, 
would have warranted an operation. There was 
no mastoid tenderness. On the fourth day after 
admission meningitis developed, and she died 
almost immediately. 

In this paper Dixon says: ‘‘This case seemed 
to call for an examination of my bacteriological 
examinations during the past four years. They 
were found to comprise about 1050 cases of acute 
and chronic purulent otitis, with and without 
mastoiditis; 2.75%! of the infections were Fried- 
lander’s pneumococeus, or, more properly, the 
bacillus mucosus eapsulatus.’’ Of 30 cases due 
to the bacillus mucosus capsulatus, 15 had ex- 
isted for 42 days or over, before operation. Of 
these, two had perisinous abscesses with Bezold 
perforation; one had perisinous abscesses and 
cortical perforation with subperiosteal abscess; 
four had epidural abscess (one of which died of 
meningitis) ; one had panotitis and died of men- 
ingitis; and one had brain abscess and also died. 
Six cases had periosteal, abscess. 

Dixon further says: ‘‘Of those cases which 
had existed under 42 days, four promptly recov- 
ered after paracentesis, but mastoid operation 
was required on the remaining ten, and all did 
well except one patient who died of pneumonia.”’ 

Such a report only emphasizes the virulency 
of this germ, and since that time I have taken 
particular pains to watch these cases most care- 
fully, especially with reference to an early opera- 
tion. 

During the years 1914-1915, I had the four 
following cases in private practice : 


Case 1 was that of Caroline R., aged 5, who was 
seen by me in consultation on May 12th. She had 
had lobar pneumonia one month before when both 
ears had been affected, and there had also been an 
acute inflammation of the throat and enlarged glands 
in the neck. The right ear had cleared up, but the 
left had been discharging for about three weeks. 
The left membrane had ruptured spontaneously two 
weeks before I saw her. There was slight tender- 
ness over the mastoid tip, the temperature had been 
rising, a little higher each day, from 99.2° in the 
morning to 101 or 102 in the afternoon, and a cul- 
ture showed that the streptococcus mucosus capsu- 
latus was the cause of the infection. A simple mas- 
toid operation was performed that same day at the 
Infirmary. As soon as the tip was opened pus 
poured out. There was a very large cavity and the 
whole mastoid cells were involved; softened bone 
and granulations were everywhere. The wound was 
dressed in the usual way and the child made an 
uneventful recovery. Her temperature was 99° be- 
fore the operation. 


Case 2 was that of S. L. P., aged 64, who came to 
me on April 15th, complaining of pain jn the right 
ear, and giving a history of a feeling of fulness in 
that ear three days ago. Examination showed the 
membrane slightly red and swollen about the short 
process as well as the canal. There was also slight 
tenderness on pressure over the mastoid. He was 
given drops to use, but as the pain was not relieved, 
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I opened the drum membrane under gas that same 
evening. Some serous fluid and gas escaped. He 
was then directed to douche the ear frequently dur- 
ing the day. The pain seemed to yield to treatment, 
and he was apparently doing well until three days 
later when the ear stopped discharging and began 
to pain again. The patient felt very dizzy and 
almost fainted on attempting to rise on the morning 
of April 19th, and that afternoon the drum mem- 
brane was again incised under gas. On the 20th 
the ear was discharging freely and there was practi- 
eally no dizziness. An x-ray picture showed cloudi- 
ness of the mastoid cells on the right side, and a 
culture showed the cause of the infection to be the 
streptococcus mucosus capsulatus. 

The ear discharged very freely until April 22d, 
when the perforation closed. On the 24th the pa- 
tient felt very much better after the best night he 
had had for a long time, and the drum membrane 
seemed to be clearing. On the 26th of April it be- 
came necessary to open the drum for the third time. 
On the 29th there had been but a slight discharge, 
and the patient seemed to be in about the same con- 
dition as he was ten days before. A second x-ray 
plate showed a slight increase of cloudiness on the 
affected side. 

A consultation with Dr. Lewis and Dr, Townsend 
was held, and Dr. Lewis and I strongly advised 
operation, which was done at the New York Eye 
and Ear Infirmary on April 30th. The usual inci- 
sion was made. The bone of the outer cortex was 
extremely hard and very thick. The large tip cell 
was filled with pus and granulationgs, and the rest 
of the mastoid contained granulatiou. and softened 
bone and some pus. The antrum was large. Every- 
thing was cleaned out and the wound packed with 
sterile gauze. The patient left the hospital in a little 
less than two weeks, and his recovery was steady 
though a little slow. The wound was dressed in the 
usual way, and gradually filled up. By June 11th 
there was one spot of bone still uncovered near the 
tip and there was a small sinus at the tip leading 
into the soft tissues. That morning the patient 
came into my office with marked swelling, extend- 
ing down into the neck, which had come on sud- 
denly the night before. This seemed to be caused 
by about a half teaspoonful of pus which I squeezed 
out of tha same sinus, and by the next day the 
auiting had practically subsided except around the 
ip. 

The patient went away for the summer and was 
under the care of a local physician. He had been 
very much run down, and this was undoubtedly the 
cause of the slow healing of the wound. The change 
of air to the country greatly improved his general 
health, and on his return to the city the wound was 
entirely healed and had been so for about a month, 


Case 3 was that of J. W. A., who has been a pa- 
tient of mine for a number of years, suffering from 
a chronic middle-ear catarrh on both sides, and ex- 
poms in each auditory canal. On December 20th 

was called to see him by his family physician, as 
had a severe cold and pain in the right ear. On 
examination I found some vesicles filled with blood 
2 the canal, which prevented a good view of the 

Tum membrane. He was directed to syringe the 

The - hours with 2 solution of boric acid. 

atternoon, as the temperature suddenly 
_ to 101° after being normal in the morning, 
and as there was some tenderness over the lower 


third of the mastoid bone, especially at the tip, I 
incised the drum under gas. After the incision the 
temperature was normal, but the discharge became 
more profuse and purulent and the tenderness over 
the mastoid was quite marked, especially over the 
tip. A culture was made and showed that the 
streptococcus mucosus capsulatus was the cause of 
the infection. A blood count showed the polys as 
high as 78%, and the leucocytes ranging from 5000 
to 6000. 

An operation was performed at the New York 
Eye and Ear Infirmary on December 25th. The 
usual incision was made. Pus was found under 
pressure in a large cell in the lower third of the 
mastoid. The outer cortex was very hard, especially 
over the antrum. A very large antrum was filled 
with soft bone and many granulations. The dura 
was uncovered to a very small extent in the middle 
fossa. The wound was packed with iodoform gauze 
in the upper part, over the dura, and with plain 
gauze in the lower part. 

The patient left the hospital on January 8th, and 
the wound was dressed in the usual way. He was 
considerably prostrated by the infection which 
seemed to pull him down very much, and as a result 
the wound was slow in healing. By the first of 
March it was practically healed and the patient 
went South. He returned the first of April, greatly 
improved in his general health and with the wound 
in excellent condition. The hearing of the right 
ear is practically the same as that of the left, 
though that of both is somewhat impaired, owing to 
his old catarrhal trouble. 

It is interesting to note, in connection with this 
ease, that a urinalysis, made just before the opera- 
tion, showed the presence of some albumin and a 
few casts evidently due to the poison, as an analysis 
made a month previously showed no abnormal con- 
ditions. 


Case 4 is that of Paul B., a medical student, who 
was seen by me in Roosevelt Hospital in 1914. He 
had an acute inflammation of the ear which was 
due to the presence of the streptococcus mucosus 
capsulatus. The ear had discharged spontaneously 
before I saw him, and there was slight tenderness 
over the mastoid bone. Five x-ray plates were taken 
of the mastoid bone. The first three plates were 
cloudy but the fourth showed a less cloudy appear- 
ance and the final one was so much cleared up that 
I decided not to operate, as the drumhead had re- 
sumed its normal appearance and all tenderness on 
pressure over the bone had disappeared. 


The following cases are a few of those treated 
in my clinic at the New York Eye and Ear In- 
firmary during 1913, 1914 and 1915: 


Case 1. Barney G., a Russian, aged 53 years, 
came to the Infirmary on May 31, 1913, and gave the 
following history: Pain in the right ear began six 
weeks ago, following a cold. He suffered pain every 
night for over four weeks, and two weeks ago no- 
ticed a slight purulent discharge which has con- 
tinued up to the present time. The drum membrane 
was incised in the clinic, and on the next day a 
post-auricular swelling appeared and gradually in- 
creased in size. Examination showed slight dis- 
charge from the right ear, the superior wall sagging, 
the drum membrane red and bulging, and a per- 
foration in the lower part. There was tenderness on 
pressure over the mastoid area, especially over the 
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antrum. A culture was made and found to be the 


streptococcus mucosus capsulatus. An x-ray plate 
showed the left mastoid clear, with large pneu- 
matic cells. The right seemed to be completely dis- 
organized; two localities suggested perisinous and 
epidural abscesses,—the former below and the latter 
near the knee of the sinus. Three days after admis- 
sion to the hospital a simple mastoid operation was 
performed and soft pneumatic cells were found with 
large perisinous and epidural abscesses. ‘The tip 
was also removed. The temperature on admission 
was 99.2°; after the operation it rose to 101.6° but 
gradually came down to normal. The patient was 
discharged from the hospital on June 14th, and the 
subsequent dressings were done in the out-patient 
department. 


Case 2. Thomas D., Irish, aged 55 years, was 
admitted to the Infirmary on October 21, 1915. THis 
illness began on August 15th, with a severe attack of 
pain in the left ear which continued until the drum 
ruptured, twenty-four hours later. Following that 
there was intermittent discharge and occasional at- 
tacks of pain, none of which was severe, and he was 
advised to come into the hospital because of the dis- 
charge and tenderness over the mastoid. A bacterio- 
logical examination showed the streptococcus muco- 
sus capsulatus. The x-ray showed the right mastoid 
with moderate-sized cells of the pneumatic type; the 
cells were clear. The left mastoid seemed to be 
similar, but very cloudy. The sinus was far for- 
ward and looked as though it might be under the 
canal. A simple mastoid operation was done Octo- 
ber 21st, revealing a large perisinous and epidural 
abscess, and a mass of dark necrotic granulations 
filling the antrum. The dura under the middle 
fossa was exposed and the sigmoid sinus for a con- 
siderable space. The temperature was 96.2° on ad- 
mission, and immediately after the operation went 
to 101°, fluctuating between that point and 98° for 
four days until it beeame normal. The patient was 
discharged from the hospital on November 6th, and 
after that was dressed in the out-patient department. 


Case 3. Fred G., an American, aged 21, was ad- 
mitted to the hospital July 25, 1913. He gave a 
history of pain and deafness in the right ear on 
July 7th, following sea bathing. The drum mem- 
brane ruptured and he came to the clinic the next 
day with a profuse discharge from the ear. He was 
admitted to the hospital for observation and the 
drum membrane was freely incised. There was 
slight sagging of the posterior wall and moderate 
pain. Examination of a smear showed strong sus- 
picion of a streptococcus mucosus capsulatus, but 
Dr. Dixon could not be sure of it. The x-ray showed 
a moderate-sized pneumatic mastoid left, with ex- 
tensive development of zygomatic cells, all of which 
were clear. The right side was cloudy throughout. 
The sinus seemed superficial and there were peri- 
sinous and epidural abscesses. The usual operation 
was performed on the right ear on July 31st. The 
bone was of the large pneumatic cell type filled with 
soft necrotic granulations. A large extent of dura 
was exposed, and the sinus was exposed and healthy, 
The tip and zygomatic cells were carefully cleaned 
out. The patient was discharged on August Sth, 
and treated afterward in the clinic. 


Case 4. Rose K., a Russian, aged 21, was admit- 
ted to the hospital on September 2, 1913, with a his- 
tory of pain in the left ear five weeks before, fol- 


lowing a cold. The drum had been incised one week 

fore, and since then there had been a slight puru- 
lent discharge. Pain had been severe for the past 
few days with pain behind the auricle. Examina- 
tion showed the left ear filled with thick pus. The 
drum membrane was bulging and perforated with 
sagging of the posterior superior wall, and there was 
slight tenderness on pressure over the mastoid 
antrum and tip. <A_ bacteriological examination 
showed the cause of the infection to be the strepto- 
coceus mucosus capsulatus. The x-ray showed the 
right to be a moderate-sized clear pneumatic mas- 
toid, with a number of zygomatic cells. The left 
was of the same type, but very cloudy throughout. 
Operation was advised, but refused, and the patient 
left the hospital on September 7th. 

She came to the Infirmary again on September 
13th, and on the 16th a simple mastoid operation 
was done on the left ear. The outer cortex was 
rather thick, and the bone was of the moderate- 
sized pneumatic type. There was no free pus. 
There were necrotic granulations and the bone was 
broken down. The zygomatic cells were cleared out 
and the tip was removed, and a small area of dura 
in the antrum and middle fossa was exposed. The 
patient was discharged on October 2, 1913, and 
treated afterwards in the clinic. 


Case 5. Adolph R., a Roumanian, aged 59, came 
to the Infirmary on June 3, 1913. His trouble began 
three months before, following exposure to cold. 
He had pain in the left ear for the first eight days 
and then had no further trouble, except an occa- 
sional rumbling noise, until two days before he 
came to the clinic, when the pain recommenced with 
a discharge. Examination showed a slight foul dis- 
charge from the canal, the membrane red and 
bulging, with slight sagging of the posterior and 
upper canal wall. There was no mastoid tender- 
ness. The patient had diabetes. The bacteriological 
examination showed that the infection was due to 
the streptococcus mucosus capsulatus. A_ blood 
count showed the white cells, 7100, and the polys 
61%. The x-ray showed the right mastoid to con- 
tain large pneumatic cells. The left was of the 
same type but cloudy throughout, disorganized be- 
low and behind, and probably an epidural abscess 
near the knee. There were high zygomatic cells. 
A simple mastoidectomy was done. There was very 
extensive destruction of the cells, pus in the antrum 
and tip, and both an epidural and a perisinous ab- 
scess found. The patient made a good recovery. 


Case 6. Jacob S., an American, aged 19, came to 
my clinic on November 19, 1912, with acute pain in 
the right ear of one week’s standing. The mem- 
brane was red and bulging and was incised. The 
pain was relieved at once. There was little, if any, 
discharge. On December 30th, the patient noticed 
pain over the mastoid and the discharge increased 
in quantity. He came to the clinie again on Janu- 
ary 5, 1913. Examination of the right ear showed 
a slight, thick discharge in the eanal, which was 
constricted throughout and sagging in the posterior 
and upper portion. There was a small perforation 
in the drumhead, and slight tenderness over the 
mastoid antrum on firm pressure. The cause of the 
infection was the streptococcus mucosus capsulatus. 
An x-ray showed both mastoids to be of the large- 
celled pneumatic type, the right being hazy throuzh- 
out, especially above and behind the antrum. The 
temperature was 98°. A simple mastoid operation 
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was performed and free pus was found in the antrum 
and tip. There was a perisinous abscess. The pa- 
tient was discharged from the hospital on January 
14th. and treated in the dispensary. 


Case 7, Christian S., a Greek, aged 30, came to 
the Infirmary on June 23, 1914, with a history of 
continuous and moderate discharge of one month’s 
duration. He had had no severe pain. There was 
difuse post-auricular tenderness and considerable 
sagzing of the upper and posterior wall of the canal. 
The drum membrane was almost occluded. The 
bacteriologieal examination showed the streptococ- 
eys mueosus capsulatus. The x-ray examination 
showed a large clear-celled pneumatic mastoid on 
the right. and on the left the same type, but cloudy 
throughout. 


tion was seen in the drum membrane. The labora- 
tory reported the presence of the streptococcus mu- 
cosus capsulatus. The x-ray showed both mastoids 
of the pneumatic type with thick cortices. The 
right was fairly clear and the left quite cloudy. A 
simple mastoid operation was done on the left ear, 
and the mastoid cells were found filled with granu- 
lations and pus. The tip was completely removed. 
No sinus or dura was exposed. The temperature on 
admission was normal. The patient was discharged 
on June 30, and treated in the clinic. 


Case 11. Herbert F., an American, came to the 
clinie on March 4th, 1915, with a history of slight 
pain three weeks before. The ear had felt stopped 


up and deaf, and finally had ruptured spontaneously. 


On operation an epidural abscess was 


found and a large area of dura was exposed. The | 


sinus. covered with granulations, was also exposed. 
There was a very extensive and destructive process. 
The temperature was 99° on admission, and after the 
operation went to 100.3°. The patient was dis- 
charged on July 13th, and treated subsequently in 
the clinic. 


Case & Mary A., an Austrian, aged 36. Her ill- 
ness began with severe pain in the left ear following 
a chill. four weeks before her admission to the hos- 
pital on September 8, 1914. The pain gradually in- 
ereased in severity until the drum was opened. Her 
temperature on admission was 99.2.° The cause of 
the infection was the streptococcus mucosus capsu- 
latus. Operation showed the diploetic type of bone. 
The entire process was extensively involved, and 
there was a perisinous abscess. There was no in- 
volvement of the posterior sinus cells. The tip was 
removed and a large area of dura was exposed. The 
patient left the hospital on September 17, 1914. 


Case 9% Max B., an Austrian, aged 32, was ad- 
mitted to the Infirmary on May 18, 1915. He gave 
a history of pain in the left ear 10 days before. 
Two days after the pain began he came to the clinic 
and the drum was incised. Discharge continued 
until the day before his admission to the hospital 
when it ceased, and the pain began again. There 
was great tenderness on pressure over the tip, some 
constriction of the canal, and the drum membrane 
was swollen, reddened, congested and bulging. The 
bacteriological examination showed the presence of 
the streptocoeeus mucosus capsulatus. The x-ray 
plates showed a large mastoid, right, with extensive 
“zygomatic cells. Cells were also present about the 
antrum. The left was a very large pneumatic mas- 
toid, comparatively cloudy. The report from the 
laboratory characterized this as “probably an opera- 
tive case.” His temperature on admission was 101.° 
The operation revealed the cells filled with pus, and 
great destruction of the bone. The large tip cells 
were f'led with pus under pressure. The sinus was 
covered with granulations forming a perisinous ab- 
scess. The patient left the hospital on May 28. 


C\sp 10. David D., a Scotchman, aged 68, came 
to the hospital on June 18, 1915. He first had pain 
in his left ear five weeks before. The drum was 
incised one week later and again three weeks after 
that. I'wo days after the last incision he developed 
Severe pain in the ear and tenderness posterior to 
the auricle, and the discharge became more pro- 
fuse, There was tip tenderness over the mastoid 
and 9 thick purulent discharge. A linear perfora- 


| 


operation was done. 


Slight pressure over the tip caused pain. There was 
no sagging of the canal wall. The discharge was 
moderate. There was marked bulging of the drum 
membrane. A culture showed that the streptococcus 
mucosus capsulatus was the cause of the infection. 
The x-ray showed the right mastoid to be a moder- 
ate-sized clear pneumatic. The left was of the same 
type, but cloudy throughout. The usual mastoid 
There was extensive involve- 
ment of the mastoid cells, which were filled with 
softened bone, granulations and thick pus. The 
temperature was 100 on admission. 


From an analysis of these cases it will be 
seen that some patients complained of slight 
pain, and others of very severe pain, but that 
there was extensive destruction of the mastoid 
cells in all cases that came to operation, particu- 
larly in the hospital cases. There was both a 
perisinous and an epidural abscess in seven of 
the eleven hospital cases, and in two others the 
dura was exposed. In two of the private cases, 
also, the dura was exposed. 

The x-ray is a most valuable aid in deciding 
upon the advisability of an operation. If a mas- 
toid, which was previously shown to be cloudy, 
begins to clear up, and the symptoms show a 
steady improvement, I feel that we can afford to 
wait if the patient is carefully watched, and if 
a sufficient number of x-ray plates are taken. 
Such was the method pursued in the case of the 
patient who escaped operation. If, on the other 
hand, a patient is under treatment and the dis- 
charge persists while all tenderness on pressure 
over the bone has disappeared, it is more than 
likely that a destructive process is going on in 
the mastoid cells, and we are likely to find an 
exposed dura and sinus, particularly if the con- 
dition continues for from three to six weeks. 
A blood count is generally of little value. 

In concluding, I desire to draw attention to 
the following points: 


1. The patient may have very severe pain, 
or the pain may be slight, and the temperature 
is seldom much above normal. 


2. Tenderness on pressure over the mastoid 
process may be well marked, or there may be 
none, especially where the outer cortex is thick. 


3. The discharge in some cases is very pro- 
fuse, while in others it is slight, and there may 
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or may not be sagging of the posterior and up- 
per canal wall. 

4. The x-ray is a most valuable aid, as the 
cells on the affected side will be cloudy, and in 
some instances it is possible to detect an epi- 
dural or perisinous abscess. 

5. We should err on the safe side and operate 
when in doubt, for we often find a great de- 
struction of bone, even in cases that present few 
symptoms. It is only in a few eases, which yield 
readily to treatment, that an operation can be 
avoided. 


A CASE OF DOUBLE EMPYEMA SUCCESS. 
FULLY OPERATED UPON, WITIL RE- 
MARKS UPON LOCALIZATION. 


By F. B. Lunp, M.D., ANp HI. Morrison, M.1)., boston. 


This case of double empyema, is reported be- 
cause of the rarity of double empyema,—at least 
of case reports thereof,—and because of the in- 
terest attached to the localization of the absces- 
ses, which was quite different upon the two sides. 


A girl of 16 was attacked on March 30, 1915, by 
epigastric pain, vomiting, headache, and slight 
cough. At Dr, Morrison’s first visit her tempera- 
ture was 102, pulse 120, and respiration 30. Ex- 
amination showed signs of beginning consolidation 
at the base of the left lung. The following morning 
there were signs of frank consolidation of the left 
lower lobe. 

From the very first, this patient looked very sick. 
On April 1st, her leucocyte count was only 5,000, 
showing her poor resistance. On April 2d,—the 
fourth day of the illness,—there was involvement 
of the right lower lobe; and by the end of the ninth 
day, the middle and lower lobes of the right lung 
and the lower lobe of the left were solid. The girl 
was obviously septic. Her leucocyte count had 
risen to 23,000. The temperature ranged from 
100°-101° F., mornings, to 103°-104°, evenings. 
There was slight cyanosis, with considerable dys- 
pnoea. The pulse was rapid; the systolic blood 
pressure was 115. Cardiac stimulation had been 
instituted early in the disease. There was consider- 
able cough, and the sputum was muco-purulent and 
very tenacious. 

The expected crisis failed to appear during the 
next six days. The patient was prostrated; she was 
running a septic temperature and was beginning to 
perspire freely. At both bases and the axillae there 
had developed flatness below the level of the angle 
of the scapula with distant bronchial breathing and 
bronchophony. Above this zone were fine crepitant 
rales. Both Dr. E. A. Locke, who was ealled in 
consultation, and Dr. Morrison felt convinced that 
there was fluid in the chest, probably pus, but they 
were uncertain whether it was in one side or the 
other, or both. 

On April 14, the fifteenth day of her illness, 
she was sent to the Boston City Hospital, 
with the provisional diagnosis of double empyema. 
An x-ray examination at that time showed in- 
creased density in the left lower lobe, suggesting 
consolidation rather than fluid. Dr. Lund then did 
paracentesis in both sides of the chest, in two places 


in each side, with no result. For the next three 
days the patient’s condition remained unimproved. 
On April 18, she began to cough up a great deal 
of foul pus, without relief, however. 

On April 21st the left chest was again tapped. 
This time a few drops of thick pus were obtained 
through the needle inserted in the ninth interspace 
in the posterior axillary line. Resection was done 
of an inch of the ninth rib, with the evacuation of 
several ounces of thick foul pus, similar to that 
which the patient was expectorating, found as a 
thin layer between the lung and the chest wall. 
Drainage was established through a rubber tube in- 
serted obliquely, with the skin sutured over the end 
to act as a valve. 

On the following morning the patient’s condition 
had not improved, and the right pleural cavity was 
explored a.second time. A needle inserted through 
the tenth interspace near the spine, and directed up- 
ward, obtained a few drops of pus. The tenth rib 
was resected near the vertebra, and a few ounces of 
foul pus were found between the right lung and 
the spine. Drainage was established through a 
rubber tube. 

The patient began to improve at once. There 
was profuse drainage through both tubes. The 
cough and expectoration subsided gradually. The 
sputum never showed any elastic tissue fibres. The 
temperature reached the normal level by the middle 
of May, 1915. The pulse rate remained elevated 
for another month. By the end of May, both 
wounds were granulating, and there was very little 
discharge through the small sinuses. On May 29th, 
an X-ray examination showed no evidences of fluid 
in the chest; there was some haziness throughout 
both lungs, but they were well expanded. 

Through the summer, the patient improved stead- 
ily. She gained in strength and weight. Cough 
and expectoration ceased entirely. Both lungs be- 
came clear and expanded well; the chest became 
symmetrical. 


COMMENT. 


This is a case of double empyema following 
pneumonia. As judged from the series of cases 
of empyema collected by Dr. F. T. Lord’, one 
ease in fifty is bilateral. 

On April 18, 1915, when this patient began 
to raise fetid pus in large quantity, there was a 
perforation of the lung tissue. The pus expec- 
torated and the pus evacuated surgically were 
identical. Osler? speaks of perforation into the’ 
lung as one of the natural modes of cure of em- 
pyema. He quotes from an article by Traube, 
published in 1872, entitled, ‘‘On a Natural 
Mode of Cure in Purulent Pleuritic Exudate.”’ 
There appear two ways in which an empyema 
may discharge through the lung: first, by open- 
ing into a bronchus and the formation of a fis- 
tula; and secondly, by a local necrosis of the pul- 
monary pleura, exposure of the parenchyma, 
and a soakage of pus through the spongy lung 
tissue into the bronchi. In the first way, pneu- 
mothorax usually, though not often, develops, 
and aggravates the danger. In the second way, 
pus is usually discharged without the formation 
of pneumothorax, and must be regarded as one 
of the most favorable modes of termination 1 
empyema. We believe that in the case here re- 
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ported, the perforation of the lung was of the 
second type, but the drainage so established by 
nature was insufficient to bring about a cure 
without surgical assistance. 

It is worthy of note that the pus in the left 
pleural cavity was a thin layer between the lung 
and the chest wall, and in the right, between the 
lung and the spine. 

The x-ray plates in this ease, although there 
was a definite localized empyema on either side, 


showed merely a general haziness of the lower bronchus. 
the more danger of deep or careless work. 
te easy to miss a localized empyema or an ab- 


part of the chest. The position and outline of 
the cavity were not shown distinctly on either 
side. Pereussion, also, failed to localize the ea- 
vities. It is easy to see why this was the case 


of these, the chest was opened and the pus found 
while the hemorrhage was going on, the tapping 
being negative as far as pus went. It is inter- 
esting that in this latter case, operation showed 
the pus in the same place as in the case reported, 
namely, between the inner surface of the lower 
lobe and the chest wall. The deeper the needle 
is pushed into the lung, the greater the danger 


of the serious hemorrhage which may result 
from wounding one of the large arteries near a 
The oftener repeated the aspiration, 
It is 


scess, that we believe when the physical signs 
and history are positive, one should open the 


on the right side of the chest, where the cavity ¢lest and push about with one or two fingers. 
lay inanunusual position—between the mesial Pushing the lung from the chest wall cannot 
surface of the lung and the spine and vertebral cause serious hemorrhage, and an empyema cav- 


portions of the ribs. The neighborhood of the 
spine, vertebral muscles, and rib angles in this 
position make it very difficult to detect a thin, 
flat cavity. The eavity on the left, though su- 


perficially situated, was not large, and was so_ 


localized that a needle pointed in the usual di- 
rection, upward and inward from the ninth in- 
terspace and posterior axillary line, failed to 
strike it. Aspiration higher up also failed the 
first time it was tried, 


4 


- 


Fic, 1.—Showing position of pus cavities. 


lf is an interesting question, whether, when 
the history and physical signs strongly favor 
the presence of pus, but aspiration is negative, 
the chest should not be opened and a search un- 
der ‘he guidance of the finger made. Granted 
that the needle is the right size and intelligently 
manipulated, aspiration may be negative. Being 
negalive in this case, it was repeated on both 
Siles in two places, although the chest was not 
opened until one week later. Repeated aspira- 
tion, however, may be dangerous. Alarming 
hemorrhage has followed such aspiration in the 
hands of one of the writers in two cases. In one 


ity always lies between the lung and the wall, 
except in the rare interlobar empyema which 
always in the writers’ experience comes up near 
the surface of the lung. 
A lesson from this case and the case men- 
tioned which was complicated by hemorrhage, is 
‘never to be satisfied with a negative result till 
you have explored the space between the inner 
surface of the posterior lobe and the spine. The 
problems of localized empyema are more inter- 
esting and difficult than the so-called general 
empyema, which is found at the base of the lung 
behind, and in which there is no difficulty in find- 
ing the pus, as it lies just beneath the ribs at the 
point of election for tapping, namely, the ninth 
interspace in the posterior axillary line. 

The x-ray has occasionally been of the greatest 
assistance, but, as stated above, was of no value 
in this ease. 


REFERENCES, 


1Frederick T. Lord: Diseases of the Bronchi, Lungs and Pleura. 
1915 


2William Osler: New York Medical Record, Oct, 20, 1883. 


A CASE OF BLOODY TEARS. 


By M. J. Konrxkow, M.D., Boston. 


Tue extraordinary rarity with which bloody 
tears are seen in general practice may possibly 
justify the report of the following case: 


A. M., 50, painter. Has been in good health, ex- 
cept for the last few months during which he had 
several attacks of slight nosebleeds. One of such 
nosebleeds started a couple of hours before I saw 
him. Ordinary means previously employed by him 
and members of his family had proven unsuccess- 
ful, and the physician’s aid was sought. 

Blood was freely flowing from the rieht nostril. 
An anterior tamponade failed to stop it, merely di- 
decting the flow backward. A complete stoppage 
of the flow was obtained only by a combined tam- 
ponade, anterior and posterior. 

A few minutes after I succeeded in stopping the 


nosebleed, large bloody tears began to run down 
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the cheek from the right eye. Pressure, however 
upon the right nasal duct stopped this flow. 


Of course, the source of these ‘‘tears’’ came 
from the blood that was caught between both 
tamponades and was forced into the nasal duct. 
So, physiologically, these ‘‘tears’’ were not tears 
at all, but the product of the backflow through 
the nasal duct. 

True sanguineous lacrymation, i.c., bloody 
tears produced directly by the lacrymal gland, 
is an extremely rare occurrence, and it is doubt- 
ful if it ever exists. 

The Index Medicus mentions a few authors 
only who have reported cases of sanguineous 
lacrymation. F. R. Cross' reported a case of a 
girl of 21 who for several years had been suf- 
fering from bloody tears coming occasionally 
from the left eye. By excluding any other 
source, this writer thought the lacrymal gland 
responsible for this phenomenon. Hasner* * re- 
ported two cases of bloody tears, one in a girl 
of 13 who was exhibiting this phenomenon dur- 
ing the two years preceding her first menstrua- 
tion; the other in a healthy young butcher where 
the cause of the trouble was located in a lentil- 
sized polyp of the upper conjunctiva. S&S. 
Ochapowski* reported a case of bloody tears, the 
cause of which he placed in the general hysterical 
character of the patient. With R. Spelleers® and 
R. Cross,®° who reported similar cases of bloody 
tears, the literature on this subject is almost ex- 
hausted. 

That bloody tears are not met with frequently, 
my own ease fully confirms. In my twenty-three 
years as general practitioner this was the first 
case | came across. 
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Society Report. 


BOSTON SURGICAL SOCIETY (INCORPOR- 
ATED). 


TentH 


A clinical meeting of the Society was held on 
Monday, February 7, 1916. at the Peter Bent Brig- 
ham Hospital, at 10 a. m. 

Dr. Cushing demonstrated a series of interesting 
cases as follows: 


1. Cerebellar tumor. (This case was oper 
upon later before the Society.) The — 
showed loss of vision and choked dise. The fundus 
was demonstrated to the members of the Society 
by a new binocular ophthalmoscope, 

2. Cerebellar tumor. Two weeks after oper- 


ation; beginning to sit up for first time in six 
months. 


3. Endothelioma, with Jacksonian epilepsy. A 
previous exploration in Chicago had failed to dis- 
cover the tumor, which lay near to the vertex. 
Much subjective improvement after removal of the . 
tumor. 

4, Solid pituitary tumor with huge hernia of 
the brain, following decompression done at the Mas- 
sachusetts General Hospital. Trans-sphenoidal op- 
eration done by Dr. Cushing disclosed an irre- 
movable pituitary tumor. 

5. Internal hydrocephalus. Decompression done 
in Chicago. Trans-sphenoidal operation by Dr. 
Cushing showed a dilated third ventricle with in- 
ternal hydrocephalus. 

6. Pituitary tumor with internal hydrocephalus. 
Similar to Case 5. 

7. Ductless gland syndrome, probably pituitary. 
Male with feminine characteristics. Decompression 
with relief of long standing headache. 

8. Headache of typical pituitary character. 
Coincident diabetes. Case under investigation. 

9. Pituitary tumor. Female. Headache; blind- 
ness in one eye, and hemianopsia in the other. 
Under investigation. 

10. Dislocation of the atlas. Traumatic. Six 
months’ duration. There was some numbness of the 
hands. X-rays showed the lesion plainly. At oper- 
ation reduction could not be accomplished, but the 


W.| spinal canal was enlarged to relieve pressure. 


Marked improvement. 


There was a lantern slide demonstration of speci- 
mens of brain tumors. 

Following the demonstration Dr. Cushing oper- 
ated on Case 1, cerebellar tumor; and Dr. John 
Homans operated on a case of gallstones and pan- 
creatitis, with drainage of the gall-bladder and of 
an abscess in the region of the head of the pan- 
creas. 

The meeting then adjourned. 

(Signed) L. Davis, 
Acting Secretary. 


Book Reviews. 


Progressive Medicine, Edited by Hospart Am- 
ory Hare, M.D., assisted by Lerauton F’. Ap- 
PLEMAN, M.D. Vol. xix, No. 3, September, 
1916. Philadelphia and New York: Lea & 
Febiger. 1916. 


This quarterly issue of a standard digest of 
advances, discoveries and improvements in med- 
ical and surgical sciences, contains reviews of 
diseases of the thorax, the skin, the nervous sys- 
tem, and obstetrics. The latter constitutes half 
the volume and is an elaborate summary of re- 
cent literature on the subject. The section on 
dermatology includes also recent experience 
with arseno-benzol and diarsenol in the treat- 
ment of syphilis, and is illustrated with a dozen 
excellent cuts. The section on the thorax in- 
cludes diseases of the heart, lungs, blood ves- 
sels, blood and circulation. The volume is a 


valuable collection of important recent contri- 
butions to the literature on the subjects in ques- 
tion. 
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“TWO IMPORTANT LEGAL DECISIONS. 


In the weekly report of the United States 
Public Health Service for September 29, 1916, 
is recorded a recent important decision by the 
Michigan Supreme Court, relative to adminis- 
tration of the Workmen’s Compensation Act. 
In the case of a workman injured by a sawmill 
accident, the employer refused to make com- 
pensation payments longer than nineteen weeks, 
on the ground that the employee’s protracted 
disability was due to retardation of healing by 
preexisting syphilis. The claimant denied that 
he had ever had this disease, and the Industrial 
Accident Board, adjudicating the matter, found 
that there was no suggestion of active disease in 
the applicant, prior to the injury. The diagno- 
sis of syphilis was based on an unsworn labor- 
atory report, whose validity was evidently 


called in question. The Board made no definite 
decision whether the period of the claimant’s 
disability was or was not extended by the pres- 


| 


fail. 


ence and action of the disease, but declined to 
relieve the respondent for the following reasons, 
as stated in the written opinion of its council. 


‘*The legal question presented by the petition 
is an important one. If the correct rule for de- 
termining the length of time compensation for 
disability should be paid in case of an injury 
of this general character is found to be the one 
contended for by respondents, the result will be 
far-reaching. The question then to be deter- 
mined in eases of continuing disability would be 
whether the injury should have healed, or 
whether it should have healed more quickly than 
it did, instead of the actual resulting disability. 
Instead of the plain question of fact as to the 
nature and duration of the disability which the 
injured man actually suffered, it would present 
for decision the question as to how much he 
should have suffered, and how soon he should 
have recovered, upon the theory that only a part 
of the disability was due to the injury, and the 
remaining part due to disease. In the opinion 
of the Board, the respondents’ contention must 
The compensation law does not fix any 
standard of physical health, nor does it make 
any exceptions for cases of injuries to men 
whose health is impaired or below the normal 
standard, Neither does it except from the bene- 
fits of the law the man who carries in his body a 
latent disease which, in case of injury, may re- 
tard or prevent recovery. The law by its ex- 
pressed terms applies to every man who suffers 
disability from injury. It does not exclude the 
weak nor the less fortunate physically, but was 
intended for the workingmen of the State gen- 
erally, taken as they are.”’ 


In awarding its opinion on this case, the Su- 
preme Court commented in part as follows: 


‘‘We agree with the Industrial Accident 
Board that under the circumstances of this case 
the act does not contemplate any such appor- 
tionment of the period of disability as re- 
spondents ask for. Assuming that such disa- 
bility is being prolonged by the disease, there is 
yet no point at which the consequences of the 
injury cease to operate. It is the theory of re- 
spondents, not that the consequences of the in- 
jury cease, but that they are prolonged and ex- 
tended. There is no part of the period of dis- 
ability that would have happened, or would 
have continued, except for the injury. The con- 
sequences of the injury extend through the en- 
tire period, and so long as the ineapacity of the 
employee for work results from the injury, it 
comes within the statute, even when prolonged 
by preéxisting disease. 


‘‘The order of the Industrial Accident Board 
is affirmed.’’ 

On October 3 the Court of Appeals of Albany, 
N. Y., handed down a decision permitting the 
practice of healing by Christian Science without 
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a license, holding that, while the practice of 
healing by Christian Scientists would come 
within the legal definition of medical practice, 
the statute specifically exempts those who, in the 
treatment of bodily ills, pursue the tenets of 
any religion. This decision was awarded in the 
ease of a Christian Scientist practitioner con- 
vieted in New York in 1912 and fined $100 for 
practicing medicine illegally. This conviction 
was reversed by the Court of Appeals and a 
new trial ordered. The case was a test action 
instituted by the New York County Medieal 
Society in 1911. In his opinion, reversing the 
previous decision, Justice Chase comments in 
part as follows: 


‘Practicing medicine, when unaccompanied 
by acts that are in themselves evil, vicious and 
criminal, is not a crime at common law, but only 
becomes illegal when a statute is violated. The 
Legislature, in enacting the law requiring med- 
ical practitioners to be licensed, wrote in an ex- 
ception which applies to Christian Scientists, 
and which reads: | 


‘**This article shall not be construed to affeet 
... the practice of religious tenets of any 
chureh. .. 


‘It was conceded at the trial, according to the 
decision, that Christian Science is a_ religion 
based on the scriptures. 

‘*The purpose of the general statute is to pro- 
tect citizens and others of the state from being 
treated in their physical ailments and diseases 
by persons who have not had adequate or proper 
training, education or qualifications to treat 
them. 

‘*The tenets of a church are the beliefs, doe- 
trines and creeds of the church. The exception 
relates to the tenets of the church as an organ- 
ized body as distinguished from an individual. 
It does not relate to, or except, persons practic- 
ing in accordance with individual belief. 

‘‘It appears from the record that it is a tenet 
of the Christian Science Church that prayer to 
God will result in complete eure of particular 
diseases in a prescribed individual case. Heal- 
ing would seem to be not only the prominent 
work of the church and its members, but the one 
distinctive belief around which the church or- 
ganization is founded and sustained. 

‘*We think the exception in the statute in 
this state is broad enough to permit offering 
prayer for the healing of disease in accordance 
with the recognized tenets of the Christian Sei- 
ence Chureh. .. 

‘‘A person should not be allowed to assume to 
practice the tenets of the Christian ‘Science or 
any chureh as a shield to cover a business un- 
dertaking. When a person claims to be practie- 
ing the religious tenets of any church. particu- 
larly where compensation is taken therefor, and 


the practice is apart from a chureh edifice or 
the sanctity of the home of the applicant, the 
question whether such person is within the ex- 
ception should be left to a jury as a question of 
fact.’’ 


This judicial opinion, written by Justice 
Chase, was concurred in by all of the five judges 
sitting with him, except Justice Collin, who dis- 
sented. Chief Justice Bartlett, in handing down 
the decision, added a memorandum in which he 
said, ‘‘I would go farther. I deny the power of 
the Legislature to make it a crime to treat dis- 
ease by prayer.’’ The judgment of the primary 
court was, therefore, reversed and a new trial 
ordered. 

In commenting upon this decision, the Weekly 
Bulletin of the New York Health Department 
for October 7 refers to it as one ‘‘of grave con- 
cern to all who are interested. . . in protecting 
unsophisticated laymen from unqualified pre- 
tenders to the healing art.’’ 


‘‘While the medical profession is engayed in 
increasing the requirements demanded of all 
who wish to begin the study of medicine, and in 
raising the standards of medical colleges and 
the exaction of qualifying examinations, in or- 
der to secure better service to the public, there 
are some among the laity who are unwilling to 
see the practice of the healing art advance be- 
yond the standards of superstition, where the 
laying on of hands, the use of amulets, charms, 
signs and magic phrases are relied upon to de- 
stroy the parasites of infectious disease in the 
sick and to frighten them from the well. Are 
such as who refuse to recognize that a typhoid 
infection, a smallpox eruption, or even a broken 
leg is anything more than a state of mind, to be 
allowed to pass in this state as qualified under 
the law to attend the sick? 

‘‘May any scamp who wishes to turn healer 
for ‘easy money,’ claim immunity from thie 
law by pretending that he has a divine mission 
to heal, that his practice is part of a religion, 
which he may easily invent to cloak his purpose? 

‘Instead of four years at high school, a year 
or two at a general college and a four-year 
medical course, followed by an exacting state 
examination, and perhaps by a year’s service in 
a hospital, may one take thought over night and 
hang out his shingle in the morning as a Chris- 
tian Scientist, or as anything said to be a re- 
ligion ? 

‘“‘Tf this is to be so, and we are loath to le- 
lieve it, it will be much harder upon the public, 
the lambs who will be exposed to the wolves, 
than upon the shepherd dogs (the qualified 
physicians) who endeavor faithfully to guard 
the flock!’’ 
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PROGRESS OF POLIOMYELITIS. 


() wine the past week the poliomyelitis epi- 
jevie has eontinued practically unabated in 
\Jossocliusetts, though declining elsewhere 

ivhout the United States and practically at. 


15% had not shown paralysis at any time in the 
course of the disease. 

‘‘Of 2715 cases, followed up carefully in the 
homes, it has been found that 1885 have a se- 
rious paralysis of one or both lower limbs and 
are unable to walk; 530 more were partly para- 
‘ oa lvzed in the lower limbs, although still able to 

end in New York, On October 17 the num- yolk, 273 had one or both wan totally para- 
hor of cases in New York City reached a total lyzed. 

\ W217 with 2373 deaths. In New York State ‘‘Judging from the cases already visited by 
vutside of New York City, there had been, on the agents of the relief societies operating under 
October 1, 2388 eases. On the same date there | the control of the Committee on After-Care, it 

_.. . | 1S found that between 75 and 80% of the cases 
had been 3877 cases in New Jersey, 1961 in with a persistent paralysis will fall in the class 
Pennsylvania, 773 in Connecticut, 718 in Minne- of people usually obtaining medical services free 
cota and 672 in Illinois. It is estimated by the through dispensaries or hospitals.”’ 


United States Public Health Service that there | During the past fortnight, further reports of 


have been 28,262 eases since July 1 in the discoveries regarding the disease have appeared 
United States. in the daily press. Dr. Edward C. Rosenow, of 

i. Massachusetts, on October 21, the number ‘the Mayo Foundation at Rochester, Minn., is re- 
of cases during this month reached a total of, ported to have expressed at a recent meeting of 
518, making 1533 since January 1. Since Octo-| the New York Academy of Medicine his opinion 


ber 1, the disease has extended into twenty-two 
towns of this Commonwealth, where no cases 
had occurred during the preceding ten months. 
These newly infected towns are Andover, Athol, 
Belchertown, Deerfield, Easton, Egremont, Graf- 
ton, Halifax, Hatfield, Holbrook, Hopkinton, 
Longfellow, Manchester, Mashpee, Northboro, 
Northbridge, Walpole, Wenham, Westwood, 
Whateley, Wilbraham and Wilmington... The 
largest number of cases has been 380 in Boston, 
94 in Holyoke and 51 in Quincey. There have 
been 38 cases in Malden. 

The New York Health Commission has re- 
cent!y published interesting data of the epi- 
demic in New York City, with the following 
comment on the social status of the patients and 


on details of the administrative control of the 
disease, 


“It is interesting to record that up to Sep- 
tember 30 a total of 16,267 cases of supposed 
poliomyelitis were reported to the Department 
by physicians, nurses, and members of various 
households. Of these, up to September 30, 8630 
were proved to be true eases. 

‘“Aitention is ealled to the close approxima- 
tion of the ease fatality in the Department of 
Healt hospitals and the ease fatality in the 
twenty-seven other hospitals which admitted 
cases during epidemie, the difference being only 
six-hundredths of one per cent. 

From August 21 to October 18 there were 
discharged from the hospitals of the Department 
of Health 2053 eases. Of these, 66% showed 
evidences of paralysis of some degree; 18% 
showel that paralysis had wholly disappeared ; 


that the tonsil is probably an important point of 
entry for the infection. Experiments in the 
pathological department of the Johns Hopkins 
Hospital in Baltimore, by Dr. Montrose T. Bur- 
rows, would seem to indicate that the disease 
may make its entrance by the intestinal tract 
through the medium of infected food. No final 
decision on any of these theories can, of course, 
be made without further official report and 
study. At the dinner of the Massachusetts Gen- 
eral Hospital House Pupils’ Alumni Associa- 
tion, referred to in a later editorial in this is- 
sue, Dr. Haven Emerson, health commissioner 
of New York, in his informal remarks, indicated 
his belief that none of the present theories ad- 
vanced to account for the transmission of polio- 
myelitis would prove, or expresses, the entire 
truth. He narrated various significant epidem- 
iologie facts observed during the current sum- 
mer in New York with regard to the disease and 
expressed the belief that no single therapeutic 
method had proved of as great value as the 
simple withdrawal of cerebrospinal fluid by lum- 
bar puncture. This diagnostic procedure has 
proved, not merely to relieve symptoms, but ap- 
parently definitely to mitigate the course of the 
disease. An extensive report based upon the 
experience of the entire epidemie will, of course, 
later be issued. 

As leading article in the present issue of the 
JOURNAL we are glad to publish the text of the 
address recently delivered by Dr. Allan J. 
McLaughlin, Massachusetts Commissioner of 
Health, at a joint meeting of the Massachusetts 
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Homeopathic Medical Society and the Suffolk 
District of the Massachusetts Medical Society. 
Dr. MeLaughlin expresses similar skepticism 
about all advanced theories of transmission of 
the disease. The attention of readers is par- 
ticularly directed to his illuminating and com- 
prehensive description of epidemic poliomyelitis 
and his analysis of the present epidemic in Mas- 
sachusetts. 

On October 19 the Massachusetts Association 
of Boards of Health held its quarterly meeting 
on Mt. Tom at Holyoke, Mass. 
address was by Dr. Charles F. Bolduan, director 
of the Bureau of Public Education of the New 
York Health Department, on ‘‘What Has Been 
Learned from the New York Epidemic of An- 
terior Poliomyelitis.’” There were other ad- 
dresses by Dr. Gardner T. Swarts of Provi- 
dence, R. I., secretary of the Rhode Island State 
Board of Health, on ‘‘Quarantine Hysteria,’’ 
and by Dr. J. F. Winchester of Lawrence, Mass., 
president of the American Veterinary Associa- 
tion, on ‘‘The Tubereulous Milech Cow.’’ 

In the issue of the JourNAL for September 14 
we noted editorially the first death of a physi- 
cian from poliomyelitis during the present epi- 
demice,—that of Dr. Earl C. Peck of Newton, 
Mass., on September 5. The second death of a 
physician from the disease was that of Dr. Ar- 
thur L. Hunt, health inspector of the District 
of Columbia, who died of poliomyelitis on Octo- 
ber 8. His obituary notice is published in an- 
other column of this issue of the JourNAL. 


THE STERILIZATION OF CRIMINALS. 


A REPORT appearing in the September number 
of the Journal of Criminal Law and Criminol- 
ogy reminds us that the question of the right of 
the Commonwealth to deprive one of its citizens 
of the power to procreate is still unsettled, al- 
though the general legal opinion is that, in 
the case of the criminal at least, it has no sueh 
right. Recent years have seen a movement in 
favor of the more humane treatment of prison- 
ers, a scientific approach to the study of crimi- 
nology, but our knowledge of the etiology of 
crime is still in too nebulous a state to render 
wise legislative approval of sterilization of erim- 
inals in order that more criminals may not be 
bred. 


The principal | 


If we are going to deprive of his power of pro- 
creation, say some, those who have been twice 
convicted of acts which constitute legal felonies 
—breaking an electric light bulb, obstructing a 
highway or cutting a strap in a harness (lowa 
code)—we might just as well write above the 
doors of our penal institutions: Lasciate ogni 
speranza, vot ch’ entrate, 

The first sterilization law was passed in In- 
diana in the spring of 1907. Since that time 
twelve other states have passed such laws, but 
in two of them (lowa and New Jersey) they 
have been found unconstitutional. In four other 
states bills have been passed and vetoed. In 
seven other states bills were introduced and de- 
feated in the legislature. It would take entirely 
too much space to give the history of these meas- 
ures in the various states. Suffice it to say that 
so much doubt has arisen as to the constitution- 
ality of such a law as applied to criminals that 
it is nowhere enforced, with the exception 
noted above. <A test case was brought in lowa 
in 1914 (Davis vs. Barry et al., No. 9-A Equity.) 
In his opinion, which was concurred in by the 
other judges then sitting, Judge MacPherson 
said: ‘‘(This) operation is to destroy the power 
of procreation. It is, of course, to follow the 
man through the rest of his life. The physical 
suffering may not be so great, but that is not 
the only test of cruel punishment; the humilia- 
tion, the degradation, the mental suffering, are 
always present and known by all the public, and 
will follow him wherever he may go. This be- 
longs to the Dark Ages. . . And our conclusion 
is that the infliction of this penalty is in viola- 
tion of the constitution, which provides that 
cruel and unusual punishment shall not be in- 
flieted.’’ 

It is the opinion of those best informed in the 
matter that the question of sterilization was en- 
tered into rather too hurriedly, before in fact it 
was definitely known just what part heredity 
played in the propagation of criminals. An 
example of this tendeney to rush in was fur- 
nished by the American Medico-Psychological 
Association, at its annual meeting in Baltimore 
in 1914, when it nearly gave the seal of its offi- 
cial approval to a resolution approving of mar- 
riage laws—indeed, would have done so had not 
an objection been registered by a few of the 
wiser heads. 

At present the following states have laws 
dealing with the sterilization of undesirables: 
California, Connecticut, Indiana, Iowa, Kansas, 
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Michigan, Nebraska, Nevada, New Jersey, New tion of jails and workhouses are sientilte de- 


York. North Dakota, Washington and Wiscon- 
sin. In Washington, Nevada,* New Jersey, New 
York. Michigan and Kansast no operations have 
been performed. 
pass laws of this kind, no operations have been 
performed since 1908. Wisconsin has sterilized 
94 feeble-minded, Connecticut 21 insane, and 
California 634 insane. 


1914, which has made several reports on the sub- 


ject. In their latest onef it reports that, as far 


as it has been able to ascertain, no attempt is be-. 
those convicted of crime. 
the Juvenile Psychopathic Institute in Chicago 
It further | 


ing made to enforce any of the laws providing 
for the sterilization of criminals except in Wash- 
ington, where the law is punitive. 
states that the law is earefully administered in 
the states where operations are being performed. 

One aspect of the question which has not 
seemed to attract so much attention is that of 
the attitude of the sterilized criminal to society. 
Aside from the facet that he may cherish a deep- 
seated grudge against the powers that be, may 
he not be potent for evil in other ways? Let us 
assume that vasectomy is all that is claimed for 
it, that it will prevent procreation but will not 
interfere with sexual intercourse; will not the 
knowledge that he is immune from the possibil- 
ity of having to assume the responsibility of 
paternity render him a dangerous influence in 
the community? Too often the fear motive is 


The American Institute 
of Criminal Law and Criminology appointed a 
committee on the sterilization of criminals 
sible for their actions, the demi-fous as the 
French call them, we are beginning to deal with 


dominant in the lower-class girl, and does more 


fective. The vagabonds, prostitutes, the chronic 


alcoholics, the petty criminals of all kinds, if 
carefully put through mental examinations, 
In Indiana, the first state to 


would undoubtedly show many cases of aborted 
precox, imbecility, constitutional inferiority and 
constitutional psychopathy. Some _ observers 
believe that as many as 60% of all petty crimi- 
nals are abnormal mentally. 

Although we are still a long way from recog- 
nizing a class of persons only partly respon- 


the problem of investigating the mentality of 
Dr. Healy’s work at 


is well known, and there has recently been es- 
tablished at Sing Sing Prison a department of 


the Rockefeller Foundation to make psychiatric 
investigation of the population. 
lice officials in many cities are beginning to 


Court and po- 


appeal to alienists in doubtful cases before 
taking punitive action. Finally, the literature 
is becoming filled with material dealing with 
the subject. 

In the Journal of Criminal Law and Crimi- 
nology for September, there are two papers 
bearing on this subject. Dr. Yerkes, who will 
be remembered at once in connection with the 
Yerkes-Bridges-Hardwick tests, makes a few 
remarks on the mental examination of police 
court cases. He believes that we are only just 
beginning to progress in this line, that each 


to restrain her from sexual immorality than any | human being is a tremendously complex indi- 
ethical consideration. This fear, too, is not that Vidual problem, and that no psychological norm 
of contracting disease—for she is often unac- ias yet been established. He says that first of 
quainted with the method of transmission of. all, these cases must be superficially divided 
venereal disease, and if she is informed is too ito several classes: 1, normal persons, the vic- 


. | 
ready to believe that her lover is not infected— 


but the fear of becoming pregnant. The dis-. 
charged criminal thus finds the bars down and 
becomes an influence for the lowering of morals 
in his circle, and often a distributing center for | 
disease. 


THE MENTAL EXAMINATION OF 
CRIMINALS. 


Iv is generally known among medical men 
that a large proportion of the floating popula- 


* According to the best information available, 
t Case pending before the courts, March, 1915. 


Me vig ‘ization of Criminals. Report of “Committee F” of the 
seanitate. Journal of Criminal Law and Criminology, September, 


tims of circumstances; 2, psychopathic person- 
alities; 3, mental 4, drug addicts; 5, 
phy sical wrecks. Other elasnes may also present 
themselves. Obviously, some of these classes 
are not suitable for psychological observation, 

‘lasses 1 and 5 especially. Members of Class 2 


should be transferred to asylums and studied — 
there. 


Yerkes urges that each case should be 
investigated entirely by a single person, who, 


besides making a complete mental examination, 
should go into heredity, the personal history 


and the social conditions which have formed the 
environment of the patient. He espevially pro- 


tests against the practice of appointing inade- 
quately trained persons to positions as psycho- 
“If our police system, 


logical examiners. 
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courts, and penal institutions are to utilize the 
methods of psychology at all, it should be 
through the service of adequately trained pro- 
fessional psychologists.”’ 

In the same periodical Dr. Guy G. Fernald 
writes on the mental examination of reforma- 
tory prisoners; his paper is largely constructive 
in character. In the Massachusetts Reforma- 
tory the inmates are not examined until they 
have been some time resident, in fact, the psy- 
chonosological interview is timed for the latter 
end of the period of incarceration, when the 
early feelings of resentment or homesickness or 
rebellion or braggadocio, as the ease may be, 
have passed. The method of applying uniform 
tests has been abandoned for several reasons: 
It was too time-consuming; some tests were 
not adaptable to all subjects; it did not reveal 
character defects and personality asymmetries ; 
it was too inelastic and formal, and word of the 
tests was frequently passed around to such an 
extent that results were vitiated. The line of 
demarcation between the normal and = subnor- 
mal, found by various observers among different 
criminological groups to fall somewhere be- 
tween 25 and 89°, is in this Reformatory 58%. 
Of this subnormal group, Fernald says it is im- 
portant to separate out those who are incapable 
of honest self-support without surveillance,— 
what he calls the ‘‘segregation group.’’ These 
show readiness to falsify and striking egotism. 

The constructive part of the examination is 
the last part, where the patient’s intentions for 
the future are ascertained. He may be required, 
for example, to write out his own plan of living 
for the next five years, to make up for his past 
mistakes. 
gestion is illuminating. 


Ilis emotional reaction to this sug- 
Ile is also asked why 
so many prisoners lead no better lives after re- 
lease, why the reformatory is a good place to 
reform in, etc. Some prognosis can thus be 
formed as to his chances for making good when 
he leaves the reformatory. 

These two writers both recognize the individ- 
uality of each problem, and emphasize that de- 
linquents should be examined, not by any eut- 
and-dried methods, but by an intensive indi- 
vidual psychological study, and when this is 
grasped fully by criminologists we shall have a 
more enlightened manner of handling offenders. 
In too many instances, even where the custom of 
examining inmates mentally is in vogue, the 
method in use is the hasty and formal applica- 


tion of some such scheme of tests as the Binet- 
Simon, often by an assistant or social worker, 
unskilled in psychology.. Naturally the results 
obtained are of little practical use. 


THE MOSELEY MEMORIAL. 


Tie seventieth anniversary of Ether Day was 
observed at the Massachusetts General Hospital 
with appropriate ceremonies on October 16, 
1916. In the morning there were clinics and 
demonstrations at the Hospital and in the after- 
noon the award of diplomas to house officers and 
the Ether Day address by Dr. Haven Emerson, 
health commissioner of New York. It is ex- 
pected that this address will be published in full 
in a later issue of the JOURNAL. 

The anniversary of Ether Day has particular 
interest this vear on account of the forma! dedi- 
cation and opening of the Moseley Memorial 
Building, the new administrative headquarters 
of the Hospital. This building, representing a 
cost of about $250,000, is the gift of Mr. Charles 
W. Moseley, of Newburyport, Mass., in memory 
of his cousin, Dr. William O. Moseley, a former 
house pupil at the Massachusetts General Hos- 
pital, who met his death in 1879 while climbing 
the Matterhorn. At the dinner of the House 


Pupils’ Alumni Association, held in the evening 


at Hotel Veftdéme,a narrative of Dr. Moseley’s 
life was given by Dr. John W. Eliot, his class- 
mate. Dr. Haven Emerson spoke on the work 
of the New York Health Department during 
the recent epidemic of poliomyelitis and there 
were other addresses by Dr. Elbridge G. Cutler, 
the retiring president; by Dr. Hugh Cabot; and 
by Dr. William F. Whitney, the newly elected 
president of the Association for the ensuing 
year. 


SUFFOLK DISTRICT CENSORS’ EXAMI- 
NATION. 


ATTENTION is called to the notice of examina- 
tion for admission to the Suffolk District of the 
Massachusetts Medical Society, which was pub- 
lished in last week’s issue of the JouRNAL, aid is 
repeated in the present. The importance from 
every standpoint of belonging to the official 
medical organization of the state in which he 
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lives should be obvious, not only to every prac- 
titiouer, but to every recent graduate in medi- 
eine, .\s an immediate sequel to state licensure, 
membership in the state medical Society is the 
ultimate index of approved competence. All 
qualified regular physicians, who have not al- 
ready done so, should take the coming examina- 
tion with a view to permanent membership in 
the Massachusetts Medical Society. 


MEDICAL NOTES. 


Lonpon DeatH Rates Aveust.—Statistics 
recently published show that the total death rate 


of London during the month of August, 1916, 
was only 10.6 per thousand inhabitants living. 


Among the several distriets and boroughs the. 


highest rate was 14.5, in Holborn, a crowded 
central slum, and the lowest was 7, in Hamp- 
stead, an open suburb on the north. 


ALVARENGA Prize.—The College of Physicians 
of Philadelphia announces that the next award 


of the Alvarenga prize, being the income for one. 
year of the bequest of the late Senor Alvarenga, | 


and amounting to about $250, will be made on 
July 14, 1917, provided that an essay deemed 
by the Committee of Award to be worthy of the 
prize shall have been offered. 
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Two Meetinés or Mepica INterest.—The 

twenty-sixth annual session of the New York 
and New England Association of Railway Sur- 
geons was held in New York City on Wed- 
nesday and Thursday of last week, October 18 
and 19, under the presidency of Dr. D. H. Lake 
of Kingston, Penn. There were clinies at the 
New York City Hospitals. The address in sur- 
gery was on ‘‘Some Practical Points of the 
Cancer Problem,’’ by Dr. William 8S. Bain- 
bridge; and among other papers presented there 
were symposia on ‘‘ Anesthesia’? and ‘‘Bone 
Surgery.’’ Dr. Fred B. Lund of Boston pre- 
sented a paper on ‘‘The Value of Local Anes- 
thesia in Surgery.”’ 
- The thirteenth session of the Massachusetts 
State Conference of Charities is to be held in 
Lowell, Mass., on October 25, 26 and 27. The 
principal topies to be considered at the several 
sessions are ‘‘Next Steps in Child Welfare,”’ 
‘*Present Needs of Working Children,’’ ‘‘ Hous- 
‘ing and Social Progress,’’ ‘‘Organized Charity 
and Social Progress,’’ and ‘‘Aid to Mothers 
with Dependent Children.”’ 

On October 25, a meeting of the Boston Con- 
ference on Illegitimacy was held .at Tewks- 
pury, Mass., at 3.30 p.m. A cordial invitation 
to attend this meeting is extended to interested 
members and guests of the State Conference of 
Charities, to whom an opportunity was af- 


forded to observe the various activities of the 
infirmary at Tewksbury. 


OF Novocaine Appiction.—In the 
issue of the JournaL for October 5, we com- 
mented editorially on the possibility of the es- 


Essays intended for competition may be upon 
any subject in medicine, but cannot have been 
published. They must be typewritten, and if 
Written in a language other than English should 
he accompanied by an English translation, and 
must be received by the Secretary of the College 
on or before May 1, 1917. 

Rach essay must be sent without signature, 


but must be plainly marked with a motto and. 


he accompanied by a sealed envelope having on 
Its outside the motto of the paper, and within 
the naine and address of the author. 

It is a condition of competition that the sue- 


session of the College; other essays will be re- 
turned upon application within three months 
after the award, 
aa Alvarenga prize for 1916 was not award- 
| 


| 
PREVALENCE or DISEASE IN THE UNITED 
STATES, ~The weekly report of the United States 
Public llealth Service for October 6 states that 
during the month of August, 1916, there were 
report | in Arkansas 1117 cases of malaria and 
206 0! ‘yphoid. In California during the same 
Perio! there were 161 cases of malaria, 57 of 


pellagra, and 163 of typhoid. 


registered or unregistered. 


tablishment of novocaine addiction among those 


for whom the obtainment of cocaine has become 


impossible. In this connection our attention 
has been ealled to the following passage from 


the ‘‘London Letter’’ in the Journal of the 


American Medical Association for August 26, 


1916, on the subject of substitutes for cocaine in 


dentistry. 


‘‘The aecidents arising from the use of coeain 
by the large number of unqualified persons who 
practice dentistry hasled the Government to re- 
strict the use of this drug. The Government has 


cessful essay or a copy of it shall remain in pos-. arranged to make available a sufficient supply 
of novoeaine for use as a local anesthetic, in 


place of cocain, by practicing dentists, whether 
As the supply is 
not immediately available in the particular 


forms usually required for dental purposes, and 


three or four weeks may elapse before it can be 
made available in these forms, the Government 


has granted a temporary permit to all persons 


engaged, July 28, 1916, in the bona fide prac- 
tice of dentistry, but not to purchase prepara- 
tions containing more than 1% of eoeain, adapt- 
ed for use as local anesthetic in connection with 
dental work, subject to the condition that the 
preparations are used as local anesthetics in 
connection with such work and for no other 
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purpose. The permit will remain in force until 
September 15 next. After that date it will not 
be legal for unregistered dentists to continue to 
use cocain preparations. Public notice will be 
given in good time, stating how and where the 
novocain preparations can be obtained. The 
Government calls attention to the fact that eu- 
cain is being manufactured on an increasing 
scale in this country, and it is probable that 
considerable supplies of this drug also will be 
available shortly to meet the demand for local 
anesthetics for dental purposes.’’ 


As a matter of fact, we are informed that 
since the Harrison law went into effect, there 
have been instanees in which cocaine habitués 
tried to make use of novocaine, but to their 
vexation found it to have no stimulating or ex- 


hilarating properties, 


CHOLERA IN JAPAN.—During the past summer 
Asiatic cholera has been epidemic in Japan,where 
a total of about 3000 cases have occurred. Report 
from Tokyo, on September 12, stated that the 
disease had recently made its appearance in that 
city, where there had been about eighty eases 
with thirty deaths. The weekly report of the 
United States Public Health Service for Sep- 
tember 29, 1916, noted the occurrence of 353 
eases of Asiatic cholera at Osaka, and of 262 
cases, with 107 deaths, in Nagasaki. 


EUROPEAN WAR NOTES. 


AMERICAN Rep Cross tN SersrA.—An insight 
into gratifying civilian relief activities, which 
are being directed in Serbia for the American 
Red Cross by Mr. Edward Stuart and Dr. Ed- 
ward Ryan, is given by two letters just received 
at Red Cross headquarters from Mr. Stuart in 
Belgrade, the captured former Serbian eapital, 
dated August 28 and September 13. Mr. Stuart 
first went to Europe for the American Red 
Cross early in 1915 as the head of a supple- 
mental force of skilled American sanitarians 
and participated in the suppression of the 
deadly typhus epidemie of that year, while 
Dr. Ryan piloted into Serbia by way of Greece, 
some months prior to that, the first detachment 
of American Red Cross surgeons and nurses 
which served in Belgrade, caring for both Ser- 
hian and Austrian wounded and typhus victims 
for over a year. 

An Associated Press dispatch, as late as Oc- 
tober 9, said, owing to the inability of the Amer- 
ican Red Cross relief commission to obtain fur- 
ther supplies from Roumania, the work directed 
by Mr. Stuart probably would be terminated 
with the exhaustion of the supplies on hand 
toward the end of November. The number of 
persons depending on the commission for relief 
ef one kind or another was then given at 36,000, 
\»proximately 3180 tons of food, in addition to 
19 carloads of clothing, had been distributed. 


The American Red Cross by means of relief ma- 
terials obtained in the United States and Rou- 
mania and contributed by the Swiss Govern. 
ment, and aided by Austrian military author- 
ities, had succeeded in tiding the needy Serbians 
over the lean period of the year while the crops 
were growing. While starvation conditions had 
been relieved, there was still an urgent need for 
clothing, and Mr. Stuart hoped this want would 
be supplied from the United States. 

The first of the two letters from Mr. Stuart, 
above referred to, was written just after Rou- 
mania had declared war upon Austria-Hungary. 
Roumania has been the source of large stores 
of relief supplies which Mr. Stuart has been pur- 
chasing for the American Red Cross not only 
for the relief work he is directing in Belgrade, 
but for Dr. Ryan’s party to the south. Prior 
to the declaration of war, Mr. Stuart had pro- 


‘eured across the Roumanian frontier 257.5 ear- 


loads of supplies, including eighty carloads of 
maize shipped from Bechet. 


War Rewvier Funps.—On Oct. 21 the totals of 
the principal New England relief funds for the 
European War reached the following amounts: 


Secours National Fund .......$220,154.92 
161,327.02 
French Wounded Fund ....... 127,627.07 
Armenian Fund .............. 71,844.46 
French Orphanage Fund ...... 66,984.91 
Surgical Dressings Fund ...... 48,810.25 
Prince of Wales Fund ........ 15,469.67 
Permanent Blind Fund ...... 13,379.12 
French Phthisis Fund ........ 5,277.00 
Russian Refugees Fund ....... 2,609.00 


MEXICAN NOTES. 


MepIcAL PrePAREDNESS.—In-a recent issue of 
the Military Surgeon is published an editorial 
commenting on the present preparedness of the 
United States Army Medical Corps as contrasted 
with its inefficiency at the time of the Spanish- 
American War, and referring also, in conclu- 
sion, to the demonstrated efficieney of the Med- 
ical Reserve Corps: 


‘1898 found the medical department of the 
Army unprepared; 1916 finds it in a high state 
of efficiency. The lesson of the Spanish-Amer- 
ican War was a bitter one. The Medical Corps 
has ‘chewed over it’ ever since and determined 
that the mistakes (many of them due to igno- 
rance and deficient equipment and personnel) 
would never be repeated. It has been the ‘un- 
der dog’ whenever promotion, increase of num- 
bers and appropriations by Congress have been 
concerned, It has maintained an uphill fight 
with the line, as well as with the public, but it 
has come into its own. 
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‘‘Whatever sharp criticisms have been made 
with regard to the unpreparedness of State and 
Federal government in connection with the pres- 
ent mobilization, the doctors have not been 
caught napping. Few in numbers—for the 
ampler provisions of the Army bill had not been 
established by law—the corps had foreseen the 
emergency and provided for it. Our troops at 


have responded promptly and cheerfully like 
true soldiers. There has been nothing spectac- 
ular about their departure. One by one, as their 
orders came, they have donned the _ khaki, 
dropped their work and devoted themselves with 
‘Single purpose and energy to such duty as was 
assigned to them, regardless of loss of patients 
or financial considerations. 


the border are actually safer than they would be 


at home, surrounded by every protection known 


camp sanitation and preventive medicine since 
1898. The earnest, but untrained medical offi- 
cers of the guard have received at least theo- 
retical instruction during these years, and in 
camp and garrison they have at their elbows the 
eream of the Medical Corps as their advisers. 

‘Hasty and superficial as were necessarily 
the physical examinations at the armories from 
which raw recruits were unwisely (as we knew 
at the time) rushed to the border, they were as 
far as possible checked up by responsible U. S. 
A. officers, not influenced by the ‘fear or favor’ 
which must naturally hamper those in the 
guard, especially in passing’‘on their own com- 
manding officers. 

‘Had the original plan of mobilizing in home 
camps been adhered to, the result would have 
been far better, but even with chaotic conditions 
and feverish haste of the first few days, good 
work was done in weeding out the unfit, though 
willing, candidates. 

‘Complaints about bad food, neglect, suffer- 
ing on trains, poor hospital accommodations, 
ete., were bound to come, and much sympathy 
has been expended on our citizen soldiers, 
which they generally decry. Of course, the med- 
ical department is the scapegoat. The doctors 
are not to blame. As in 1898, it is the company 
commanders who are more often at fault, 
through lack of experience rather than neglect 
on their part. 

“In the regular army the line and Medical 
Corps work together for a common end—to 
maintain the efficiency of the organization. 
Read Captain Andrews’ ‘Fundamentals’ and the 
explanation will be clear, even to the layman. 

‘Every captain is responsible for the health, 
physical and moral, of his men and cannot shift 
that responsibility. Before his own ease, com- 
fort, or convenience, these should be paramount. 
In the army, on the train or transport, in camp, 
and on the field of battle, they look to him. The 
doctor is equally interested in maintaining their 
efficiency and will codperate, as far as possible, 
not only in strictly medical matters, but in 
others not entirely within his own sphere. The 
wise company commander will heed his advice, 
not treat it lightly. This was the great lesson of 
1898 and should be that of 1916. Incidentally, 
attention may be ealled to the fact that the 
Medical Reserve Corps (inactive) has also made 
good. Many of its members have been ordered 
to the border, to home and foreign stations, and 


| BOSTON AND NEW ENGLAND. 
to modern science, due to the developments in 


THE WEEK’s Rate Boston.—Dur- 
ing the week ending Oct. 21, 1916, the number 
of deaths reported was 213, against 179 for the 


same period last year, with a rate of 15.68, 
against 12.44 last year. 
under one year of age, against 28 last year; and 


65 deaths over 60 years of age, against 54 last 


There were 34 deaths 


ear. 


_ The number of cases of principal reportable 
‘diseases were: diphtheria, 31; scarlet fever, 14; 


measles, 3; whooping cough, 11; typhoid fever, 


3; tuberculosis, 34. 

Included in the above were the following cases 
of non-residents: diphtheria, 10; scarlet fever, 
5; typhoid fever, 4. 

Total deaths from these diseases were: diph- 
theria, 2; measles, 2; typhoid fever, 3; tubercu- 
losis, 16. 

Included in the above were the following 
deaths of non-residents: measles, 2; tuberculosis, 
1; typhoid fever, 3. 


Brockton (Mass.) Hosprrau.—The annual 
report of the Brockton Hospital, Dr. Loring B. 
Packard, superintendent, states that the total 
number of ward patients treated during the 
past year was 1162, an increase of 8% over the 
previous year. There was an increase in the 
out-patient department of 17.5%. The mater- 
nity service, however, has shown the greatest 
gain. The capacity of the Hospital is not suffi- 
cient to eare for its rapidly growing demands, 
and plans are being made to raise funds suffi- 
cient to erect additional buildings for nurses’ 
home and wards. 


BricHaM HospiraL TRAINING ScHoou.—The 
graduating exercises of the school for nursing 
at the Peter Bent Brigham Hospital, Boston, 
were held on Thursday evening of last week, 
October 19. There was a reception following 
the award of diplomas to 22 nurses. 


New ENGLAND TUBERCULOSIS CONFERENCE.— 
The third annual New England Conference on 
Tuberculosis was held in New Haven, Conn., on 
October 12, 13 and 14, with three hundred dele- 
gates in attendance. The principal topics of 
discussion were compulsory health insurance and 
the various methods of combating tuberculosis. 
Leading addresses were made by Mr. Bailey B. 
Burritt and Edward Hochhauser of New York, 
and Dr. Joseph J. Pratt and Mr. Seymour H. 


Stone of Boston. 


a- 
is 
or- 
ns 
ps 
ad 
or 
ld 
rt, 
vy. 
eS 
T- 
ly 
le, 
lor 
ar- 
of | 
of ¢ 
he | 
) | 

of 
‘jal 
the | 
ted | 
sh- | 
lu- | 
ed- | 

| 
the | 
ate | 
er- | 
rps | | 
red 
no- 
) 
un- 
1m- 
een 
ght | 
t it | 
t 


618 


BOSTON MEvVICAL AND SURGICAL JOURNAL 


[OcToRER 26, 1916 


VERMONT MepicaL Socrery.—The 103d) 


nual meeting of the Vermont Medical Society 
was held at St. Johnsbury, Vt., on October 12 
and 13. The leading address was by Dr. John 
R. Williams, of Rochester, N..Y. Dr. 


ence H, Beecher of Burlington, Vt., was elected | 


president of the society for the ensuing year. 


Hospiran Bequest.—The will of the late 
Sarah C. Winn of Cambridge, Mass., which was 
recently filed at the Middlesex Probate Court, 
contains a bequest of $1000 to the Nantucket 
Cottage Hospital. 


Courses For Dental Nurses.—The Forsyth 
Dental Infirmary has established a course for 
dental nurses, planned to conform with the den- 
tal registration law passed in Massachusetts last 
vear. 
are permitted to work in any public institution, 
but not in private offices. Candidates for en- 
trance to this course must be 18 years of age, 
and must present certificates of graduation from 
approved high schools or the equivalent of a 
four-year high school course. A small tuition 
fee is charged. 


Massachusetts Medical Society. 
ESSEX NORTH DISTRICT MEDICAL 
SOCIETY. 

A quarterly meeting of Essex North District 
Medical Society was held at Wolfe Tavern, New- 
buryport, October 11, 1916, with the President, 
Dr. F. B. Pierce of Haverhill in the chair. 

An interesting and classical paper was pre- 
sented by Dr. Henry Jackson, of Boston, upon 
‘“‘Abdominal Pain.’ valuable discussion 
upon the paper occurred, opened by Dr. C. E. 
Durant of Haverhill. 

Following the scientifie section of the pro- 
gram, the question of the injustice of the Work- 
men’s Compensation Act of Massachusetts, to- 
ward employee and physician, was considered, 
and methods for alleviation were discussed. 

It was voted that the business of the First 
Legislative Convention of Massachusetts Physi- 
cians, on Sept. 20, 1916, be ratified. 

It was voted that the fund raised by the dollar 
assessment upon members of Essex North, called 
on Aug, 16, 1916, be devoted to the work of its 
Committee upon the Workmen’s Compensation 
Act, as specified in its eall. 

The next meeting of the Society will be held 
Wednesday, January 3, 1917, at Haverhill, and 
the reader will be Dr. J. L. Morse, of Boston. 

J. Forrest BurRNHAM, 
Secretary. 


By this law dental nurses or hygienists 


Clar-. 


| 
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Miscellany. 


RESUME OF COMMUNICABLE DISEASES 
FOR SEPTEMBER, 1916. 


INFANTILE PARALYsIS has practically monop- 
olized the attention of the Department during 
the month of September. The other important 
facts on the communicable disease reports for 
the month were the small number of cases of 
diphtheria and the explosive outbreak of typhoid 
fever in Lynn. 

PrevaALENcE. The number of cases of com- 
municable diseases reported to this Department 
was somewhat in excess of the figures for Sep- 
tember, 1915. This was due largely to the in- 


-ereased prevalence of anterior poliomyelitis. 


The other common communicable diseases, with 
the exception of diphtheria, have maintained 
their usual prevalence in the State. 


Totat Cases Rerortry 


Sept.,1915 SeEpT.,1916 Ave., 1916 
Cases $234 3142 
Case incidence per 
100,000) population SO.2 85.5 83.2 
Measles. There has been a still further de- 


cline in the number of measles cases reported to 
this Department. There are no cities or towns 
in the Commonwealth at the present time which 
are having an unusual amount of this disease. 


ToTant Cases 
Sept.,1915 Serr., 1916 1916 


Case incidence per 
100,000 population 4.2 4465 15.7 


The following cities and towns have exceeded 
their measles endemic index for September: 

(Endemic index signifies the average for five 
vears of reported cases exclusive of epidemics. 
This index is applied to each city and town for 
each month for every communicable disease. The 
numbers in parenthesis after the names of each 
city and town indicate the endemic index for 
that city or town. The numbers without paren- 
thesis indicate the cases reported during the cur- 
rent month.) 


(G) 15 

(5) 

Diphtheria. The reduction in the number of 


reported cases of this disease during September, 
as compared with the same month of last year. 
is striking. On account of the fear of infantile 
paralysis, many of the schools of the Common- 
wealth are to remain closed. It will be interest- 
ing to note whether this has had any real influ- 
ence upon the number of cases. 


Total Cases Reporrey 


SepT.,1915 Sepr., 1916 1716 
COT 470 160) 
Cuse incidence per 
100,000 population 18.9 12.4 12.2 
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While there have been no marked outbreaks) The following cities and towns have exceeded 
of this infection, a number of towns have ex- their scarlet fever endemic index for September: 
ceeded their endemie index for the month of 


‘ 6004046646 00600 (O) 5 

September: 

Cambridge (14) 29 ‘ 
(O) 14 Pulmonary Tuberculosis. There are no inter- 
(3) 238 esting facts to report about pulmonary tubereu- 
0) eee (0) 18 losis for the month. There were practically the 
(1) 10 ‘same number of cases reported during the month 


' .. just closed as the same month of last year. 
Whooping Cough. There have been no strik- 
ing features about the whooping cough situation Total Cases REPORTED 
SepT.,1915 1916 Ave... 1916 
during the month of September. The number of Com 610 ons — 
cases has inereased slightly over those reported (ace incidence per 
last month and has remained about the same as 100,000 population 16.5 15.9 16.6 
September of last year. | 
| Rare Diseases. Dysentery was reported from 
Boston (22), Lexington (1), and Haverhill (3). 
— Dog-bite was reported from Attleboro (1), 


TotaL Cases ReEPorTED 
SEPT., 1915 Sepr..1916 1916 


"ANOS 465 271 OST 
yom incidence per - ” Brockton (1), Fall River (1 ), Hull (3), and 
100.000 population 12.6 7.2 10.2 Lowell (1). 


| Cerebrospinal Meningitis reported from Bos- 
The following cities and towns have exceeded ton (7), Lowell -(3), Fall River (1), North Ad- 
their whooping cough endemic index for the ams (1), Greenfield (1), Worcester (1), Everett 


month of September : (1), and Haverhill (1). 
Pellagra was reported from Boston (1), Lynn 
Trachoma was reported from Boston (9), 
(1) 13 Chelsea (2), Hanson (1), and Lowell (1). 
| 


Malaria was reported from Boston (6), New- 
Typhoid Fever. There has been an increase ton (1), North Attleboro (2), Worcester (1), 
in the number of cases of typhoid fever reported Fall River (1), Everett (1), Dedham (1), 
to this Department, both as compared with Au- Haverhill (1), Cambridge (1), Uxbridge (3) 
gust of this year and September, 1915. This and Chelsea (1). 
increase has been due largely to the explosive, Tetanus was reported from Nantucket (1) and 
milk-horne outbreak in Lynn, which will be de- Worcester (1). 
scribed under the head of epidemics. However, Septic sore throat was reported from Boston 
Fal] River has shown an unusual prevalence of (4+), Amherst (1) and Taunton (1). 
typhoid fever and Nerth Adams has reported 
considerably more than the average number of EPIDEMICS. 
Cases. Anterior Poliomyelitis. Anterior  poliomy- 


Cases Rerorrep | alitie 
Serr. 1915, Sepy 1916 Clitis has continued to be reported from all 


og; parts of the State during the month of Septem- 
Case incidence per ber. The total number of cases for the month 
100.000 population 8.7 9.8 7 jw as 626. This makes a total of 1016 cases re- 


| ported to this Department since the first of Jan- 
The following cities and towns have exceeded wary. For the sake of clearness, the special fea- 
their typhoid fever endemie index for the tures of the disease will be discussed under indi- 


month; vidual heads: 
2 Distribution. The distribution of the eases 
(9) 88 constitutes one of the peculiar features of the 
Neth Adams ............. (3) 9 epidemic. This applies to the State as a whole, 


| as was stated last month. There is a distinct 
Scurlet Fever. The number of searlet fever localization of foci of infection. 
tases reported to this Department shows an in- Report of Cases. The reports from Adams 
crease when compared with last month, and a and North Adams indicate that in this vicinity 
deeresse when compared with the same month the infection has exhausted its susceptible pe- 
of lust year. There have been no marked fea-| riod. In Pittsfield there has been a gradual in- 
tures of the searlet fever situation. -erease in the number of cases reported during 
the month, with an additional foeus of infection 
me Totat Cases Reporte in the neighboring town of Dalton. There were 

SEPT., 1915 Sepr.,1916 Ave., 1916 
Panes 178 no eases reported from the Greenfield-Montague 
Case incidence per area during September. This is also true of the 
100.000 population 8.1 5A 4.7 | lower border of the State in the Dudlev-Webster 
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area, while Worcester reported only seven cases 
during the month. 

The focus of infection, localized along the 
Merrimac River, mentioned in last month’s sum- 
mary, has continued to be an important factor 
of the month’s report. There has been some ex- 
tension of the infection to North Andover, Box- 
ford, Georgetown, Newbury and Southboro. 
However, at the present time, the two most im- 
portant foci are Boston and the Connecticut 
Valley area, with Holyoke as a center. Holyoke 
has continued to report cases in increasing num- 
bers. This can also be said of Springfield, while 
Westfield and Northampton have remained 
quiescent. 

The Metropolitan area has become a very ac- 
tive focus of the infection. Boston, which only 
reported eight cases in July and August, had 
172 in September. Many of the surrounding 
towns have begun to report cases in small num- 
bers, and it appears that the area will become the 
most important focus of the infection within the 
State. 

Characteristics. Up to the present time the 
cases of anterior poliomyelitis have continued to 
affect the usual age group. The majority of the 
cases are under ten years of age. This charac- 
teristic is one of the most constant features of 
the disease. Any theory that will explain this 
infection must satisfactorily explain the con- 
stancy with which this age group of the popula- 
tion is attacked. 

The following is a list of the cases reported 
from the various cities and towns during the 
month of September: : 


17 Weymouth ....... 3 
East Bridgewater . 3 
Springfield ....... 39 Leominster ....... 3 
1s North Attleboro ... 2 
Cambridge ....... 14 rer 2 
Newburyport ..... 13 PRES 2 
Somerville ........ 10 2 
9 West Newbury .... 2 
Chicopee ...cccce. S Newbury ......... 2 
Amesbury ........ 9 2 
a 9 Billerica .......... 2 
Worcester ........ 7 ee 2 
North Adams ..... S 2 
5 Brockton ......... 2 
5 Winthrop ........ 2 
Haverhill ........ 5 Blackstone ....... 2 
rrr 5 Fitchburg ........ 2 
South Hadley .... 5 a 

Braintree ........ 5 Great Barrington . 1 
5 Mount Washington 1 
5 Stockbridge ...... 1 
5 Mansfield ........ 1 
West Springfield .. 4 ERE 1 
Brookline ........ 4 Gloucester ......, 
4 Marblehead ...... 1 
Fall River ........ 3 Middleton ........ 1 
Winchester ....... 3 Methuen ......... 1 


North Andover 1 Wakefield ........ 1 
Rockport ........- 1 Watertown ....... 1 
1 Westford ......... 1 
Swampscott ...... 1 Weston ........... 1 
Bernardston ...... 1 Nantucket ........ 1 
COMWAYV 1 1 
Greenfield ........ 1 Foxborough ...... 1 
AZAWAM 1 Norwood ......... 1 
Southwick ........ 1 1 
Westfield ......... 1 Wellesley ........ 1 
1 Bridgewater ...... 1 
Northampton ..... 1 TTT 1 
Williamsburg ..... 1 eee 1 
Framingham ..... 1 Lunenburg ....... 1 
Lexington ........ 1 1 
Marlborough ..... 1 Southbridge ...... 1 
North Reading .... 1 Westminster ...... 1 
Stoneham ........ 1 Fo eee 1 
Tewksbury ....... 1 


Mortality. From the incomplete records re- 
ceived by this Department, the anterior polio- 
myelitis fatality rate for September was higher 
than for August. There were 626 cases reported 
with 136 deaths, giving for a fatality rate 21.6, 
as compared with the fatality rate of 15.2 for 
August. A more detailed analysis of these rates 
will be made when the final and complete figures 
are received from the Secretary of State’s office. 

Typhoid Fever. Beginning August 28, until 
the end of September, there were reported from 
Lynn 114 eases of typhoid fever. This outbreak 
illustrates very strikingly the extensive charac- 
ter of milk-borne typhoid fever, for the investi- 
gation of this epidemic showed that all of the 
cases were on the road of a single milk dealer. 

A careful analysis of the source of this milk 
dealer’s supply was made. Most of the milk 
was produced upon his own farm. Smaller quan- 
tities were purchased regularly from an adjoin- 
ing farm, while for a short period a temporary 
supply was secured through a neighboring con- 
tractor, to whom it came from New Hampshire. 
These sources of supply have all been thoroughly 
investigated and examination of the individuals 
having to do with the handling of milk secured. 
While the primary source of the infection of this 
milk supply has not been definitely proven, the 
reculturing of the specific individuals is not 
yet complete. 

This milk supply was excluded from the city 
of Lynn until the dealer installed a modern pas- 
teurizing plant. 

A detailed report of this outbreak will be pub- 
lished in the later number of the Bulletin. 


ARMY SURGEONS AS MILITARY COM- 
MANDERS. 


In the issue of the Paris Médical of 
April 1, 1916, quoted in the British Medical 
Journal of September 30, Dr. H. Raymondaud 
narrates the story of two French surgeons who 
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rose to high military command during the Napo- 
leonic Wars. 


‘Jean Pierre Joseph Bruyére was born in 
1772 and served in the campaign of Italy as a. 
surgeon of the first class. Preferring arms to| 
the doctor’s gown, he obtained, through the 
influence of Larrey, a captain’s commission. He 
was a first-class fighting man and promotion was. 
rapid. As colonel of the 23d Chasseurs he went 
through the campaigns of 1805 and 1806, being 
made brigadier-general after the battle of Jena. 
He was created a baron of the Empire in 1808 
and a count in 1811. Asa general of division he | 
commanded Masséna’s light cavalry in the Rus- 
sian campaign in 1812. He was a man of impet- | 
uous valour, and was wounded at Eylau, Wa- 
gram, and Moscow, finally dying after amputa- 
tion through both thighs at the battle of Baut-. 
zen in 1813. The other, Jean Baptiste Rusea, 
was born in 1759, and served as a medical officer 
in the army of Italy in 1793. In that campaign 
he was given a combatant commission, and for. 
his conduct at Loasso he was made a brigadier-. 
general on the field of battle. He was promoted 
general of division in 1799. He was severely 
wounded at Lodi, and again at Trebbia. In 
1801 he was in command of the island of Elba. 
In 1814 he was killed on the ramparts of Sois- 
sons, being then at the head of a division of the 
National Guards.”’ 


Paul Triare, in his ‘‘ Dominique Larrey and the 
Campaigns of the Revolution and the Empire,’’. 
also quoted in the same issue of the British Med- 
ical Journal, recounts the adventures of Colonel. 
Lawless of the Scottish Legion: 

‘“‘a learned physician who had been professor | 
of physiology in the University of Dublin. 
His taste for soldiering and his hatred of Eng-. 
land led him to take service as a combatant un- 
der Napoleon, He was wounded at Kulm in 
1813, and Larrey amputated his leg below the 
knee. Lawless, who as a doctor knew the dan- 
gers of the hospitals of that time, mounted his 
horse immediately after the operation and rode 
straight to Mayence, here the first dressing was 
taken off. Thence he made his way to France, 
arriving there in good condition without any 
fresh dressing. Marbot in his Mémoires men- 
tions Captain Fournier, adjutant-major to Gen- 
eral Morland, commander of the chasseurs d 
cheval of the Imperial Guard. He had entered 
the army as a surgeon, but through Morland’s 
influence obtained a combatant commission, and 
was killed with his chief at Austerlitz.’’ 


In our own country, the career of General 
Leonard Wood may be pointed out as a distin- 
guished example of an army surgeon attaining 
to high military command. 


one time he was secretary of the American Social 


time, and was a frequent contributor to medical jour- 
nals, 


Bank, William FE. Lincoln of the Boston real estate 


APPOINTMENTS. 


Boston Dispensary.—Dr, Maynard Ladd has just 
been appointed VPhysician-in-chief of the Children’s 
Department of the Hospital for Children of the Bos- 
ton Dispensary, succeeding Dr. Arthur A. Howard. 
This appointment is made by the Dispensary, on the 
nomination of the Harvard Medical School. Dr. Ladd 
is instructor in pediatrics in the Harvard Medical 
School, is consultant physician of the Children’s Hos- 
pital, the Floating Hospital and of the Boston Nurs- 
ery for Blind Babies; a member of the American 
Medical Association, the American Pediatric Associa- 
tion, the Massachusetts Medical Society, ete. The 
Boston Dispensary Hospital for Children, the chil- 
dren's out-patient clinics, and the children’s prevent- 
ive clinic will be under his charge. Teaching in 
pediatrics to students of the Harvard Medical School 
will be carried on at the Dispensary under his direec- 
tion. Dr, Elmer W. Barron will continue as Associate 
Physician of the Department, and will give instrue- 
tion, as in the past years, to students of the Tufts 
Medical School. 


RECENT DEATHS. 


Dr, Davin FRANCIS LINCOLN, a retired Boston phy- 
sician, hygienist and author, died suddenly, October 
17, at his home, 131 Myrtle street. Dr. Lincoln 
was born in Boston, January 4, 1841, and was the 
son of William L. Lincoln. He studied at Harvard, 
was graduated in the class of '61 (the same class as 
Drs. H. P. Bowditch and O. W. Holmes), and three 
years later from the Harvard Medical School. For 
eighteen months during the Civil War, he was acting 
assistant surgeon in the United States navy, and 
thereafter for a long time he devoted his attention to 
nervous diseases and did more or less lecturing and 
writing in connection with Hobart College at Geneva, 
N. Y., after having retired from actual practice. At 


Science Association and he was a member of the 
Twentieth Century Club. He was the author of a 
number of medical works, published from time to 


He never married. His survivors are three 
brothers, Walter M. Lincoln of the Brookline Savings 


firm of William Lincoln & Son, and Rev. James Otis 
Lincoln of San Francisco, Cal. 

Dr. Lincoln was a Fellow of the Massachusetts 
Medical Society from 1865 until 1888, when he re- 
signed. He moved to Geneva, N. Y., in 1881. 

Dr, VINCENZ von CzERNY, senior professor of sur- 
gery at the University of Heidelberg, has died recent- 
ly at the age of seventy-four years. 

Dr. ALBERT FRANKEL. who died in Berlin on July 6, 
was born in 1848. He was one of the earliest pupils 
of von Leyden, and was a nephew of the famous 
Traube. For many years he was director of the 
medical section of the Urban Hospital in Berlin, 
where he was a prominent physician and enjoyed an 
extensive consultant practice. His chief distinction 
is due to his discovery of the pnenmococcus as the 
etiologic agent of lobar pneumonia: but in spite of 
this and of his notable contributions to medical liter- 
ature on the subject of respiratory diseases, he never 
received a university appointment. He was a founder 
and for many vears president of the Association for 
Internal Medicine of Berlin. 

Dr. HERBERT MARSHALL Hower, who died on October 
1 at Bristol, R. I., was born in Roxbury, Mass.. on 
July 16, 1844. He received the degree of M.D. from 
the Medical College of the University of Pennsylvania 
in 1865, and thereafter served for five years as‘ rest- 
dent physician of the Episcopal Hospital, Philadel- 
phia. He then relinquished the practice of medicine 
and went into business, in which he made a large for- 
tune. He is survived by his widow, four daughters, 
and five brothers. 
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Dr. ADONIRAM Brown Jupson, who died on Septem- 
ber 20 in New York City, was born in 1837. Iie re- 
ceived the degree of A.B. from Brown University and 
that of M.D. from Harvard. He made a specialty of 
orthopedic surgery and was president of the American 
Orthopedic Association in 1S01. 

Dr. Epwarp Kirscuner, who died recently at THa- 
gerstown, Md... was born in 1839. He was assistant 
surgeon aboard the battleship Cumberland when it was 
sunk by the Werrimac during the Civil War. Subse- 
quently he became a United States Medical Inspector, 
retiring with the rank of Commander. 

Ibe. Josepn L. Lockary, of Roxbury, Mass, who 
died recently at St. Stephens, N. B., was a native of 
the latter city. He studied medicine at McGill Unt- 
versity and at the Harvard Medical School, from 
which he graduated in 1897. He was a Fellow of the 
Massachusetts Medical Society. He is survived by 
one son, 

Dr, Winnur Marnie, of New York City, who died 
on August 30, at Kennebunkport, Me., was born in 
1863. He was a practitioner of ophthalmology in 
New York. He is survived by his widow and one son. 

Dr. Grorce WHirenouse Ryan, who died at Boston 
on September 16, was born in this city on July 16, 
1871. After attending the United States Naval Acad- 
emy, he received the degree of M.D. from the Tufts 
Medical School. After serving as an ensign during 
the war between Spain and the United States, he 
resumed the practice of medicine, and for several 
years served as surgeon-in-chief at the Brockton, 
(Mass.) Relief Hospital and at the Grace Hospital, 
Boston. 

Dr. EzRa BRADWAY SHARP, who died on August 23, 
at Camden, N. J.. was born in 1861. He received the 
degree of M.D. from the University of Maryland in 
1SSS8, and since 1S97 had practiced his profession in 
Canada, where he was instructor in diseases of the 
stomach at the local polyelinic hospital, 

Dk. EUGENE I’, Stone, U. S. N.. who died recently 
at North Sutton, N. H.. was a native of Boston. He 
received the degree of M.D). from the Harvard Med- 
ical School ip 1SS86, and subsequently entered the 
United States Naval Medical Service, where he be- 
came surgeon and had served at the Charlestown 
Navy Yard, at Annapolis and in the Naval Hospital 
at Manilla, I I. He is survived by his widow and 
two sons. 

Jor. GeEORGE BRINTON WILSON, who died on October 
1, at Chelsea, Mass.. was born at Kittery, Me. on 
June 17, S63. received the degree of from 
the Dartmouth Medical School and subsequently from 
the University of Pennsylvania, and was appointed 
to the United States Navy Medical Qorps on February 
1, ISS. He sought active service in the Spanish- 
American War and was for several years fleet. sur- 
of the Asiatic Squadron. On June 1. 1912. he 
Wis appointed medical director and commandant of 
the United States Naval Hospital at Chelsen. 

Dk. SrockerRipce TV. Graves, who died on October 
12, at Saco, Me., was born at Topsham. Me., in 1826, 
Ife was graduated from the New York Homeopathic 
Medical College in and was the oldest lhomeo- 
pathic practitioner in Saco and Biddeford, Me. 

De. L. who died of anterior polio- 
myelitis, on October in Washington, was born 
ut Lewiston, Me., in INSTT. lle received the degree of 
A.B. from Bowdoin College, and studied medicine in 
Washington, I. C. After practicing for a time in 
that city, he became an inspector for the Health De- 
partment of the District of Columbia. In this capae- 
itv, he had exercised supervision over cases of polio- 
myelitis during the recent epidemic. He is survived 
by his widow, 

Dn. ApPLeTON Merepiru, who 
died recently in Massingham, Norfolk, England. was 
born at Philadelphia in 1847. He obtained his medi- 
eal education in London and Edinburgh. and subse- 
quentiv becume a naturalized British subject. He 


specialized in abdominal surgery and was formerly 


delphia, was born in Ireland in 1849, 


consulting surgeon of the Samaritan Hospital. le 
retired from active practice several years ago. Ile 
is survived by two daughters and one son and by his 
widow, who was Miss Caroline Green, a niece of Dr. 
Samuel A. Green of Boston, 

Ibn. MATTHEW Woops, who died recently at Vhila- 
After obtain- 
ing his preparatory education in that country, he 
migrated to the United States shortly after the out- 
break of the Civil War, and served for over three years 
in the United States navy. He received his medical 
degree from the University of Pennsylvania, and sub- 
sequently became a practitioner in that city. He was 
a member of numerous medical and scientific societies 
and was the author of several monographs on epi- 
lepsy. He is survived by his widow. 

Dr. JAMES J. O'Brien, who died recently at Somer- 
ville, Mass., was born in that city on June 24, 1873. 
He was graduated from the Harvard Dental Schoo! in 
1901, and was for several years instructor in extrae- 
tion and anesthesia. He was a member of the Harvard 
Odontological Association. He is survived by his 
widow, one daughter and two sons. 

SOCIETY NOTICES. 

Surro_k Districr MEDICAL Soctety.—<A stated meet- 
ing of the Suffolk District Medical Society, in con- 
junction with the Boston Medical Library, will be held 
at the Library, on Wednesday, October 25, at 8.15 pM. 

The meeting will be a symposium in consideration 
of Workmen's Accident and Sickness Insurance in 
their Relation to the Medical Profession. There will 
be papers by Dr. F. J. Cotton of Boston, Mr. John P. 
Mead of Brockton, Dr. W. H. Merrill of Lawrence, 
and Dr. F. D. Donoghue of Boston. 


District MEDICAL SocreTy.—<A stated meet- 
ing of the society will be held at the Norfolk State 
Hospital, Wrentham, on Tuesday, October 31, at 4 P.M. 

Members may go by automobile from Forest Hills 
Square by Washington street, through Dedham, Nor- 
wood and Walpole. Distance, about 20 miles from 
Forest Hills Square to Wrentham. 

PROGRAM OF MEETING. 
William H. Prescott, M.D., “The History of the Nor- 
folk State Hospital.” 
Irwin H. Neff, M.D... “Alcoholism from a Medical 
Viewpoint.” 
Frank H. Carlisle, M.D., “The Drug Treatment of Mor- 
phinism.” 

The Censors will meet. on November 9, at 2 P.M, 
for the examination of candidates. 

Braprorp Kent, M.D., Seerclary. 


MASSACHUSETTS MEDICAL BENEVOLENT ASSOCIATION. 
—The annual meeting will be held at the Boston Medi- 
cal Library on Thursday, Oct, 26, 1916, at 5.50 P.M. 
The Council will meet at the same place on that date 
at 5.15 

GEORGE SHATTUCK, M.D)., 
President. 


Ronert M. Green, 
Secretary. 
NOTICES, 

District Mepicant Socirery, CENSORS’ 
AMINATION.—The censors of the Suffolk District Medi- 
cal Society will meet to examine candidates for ad- 
mission to the Massachusetts Medical Society at the 
Boston Medical Library, 8 The Fenway, on Thursday, 
November 9, at 4 P.M. 

Candidates, who must be residents of the Suifolk 
District or non-residents of Massachusetts, should 
make a personal application, at least three days be- 
fore the examination, to the Secretary, at 355 Marl- 
borough street, between 4 and 5 o'clock, p.m. (except 
Saturdays and Sundays), and present their medical 
diplomas. . 

DAvip CHEEVER, Sceretary, 


Suffolk District Medical Society. 
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